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Combined Red-Cell Sedimentation and is more serviceable than the temperature 
and Tuberculin Tests.—This is a repeti- curve and body-weight. It is especially 
tion of the Grafe-Reinwein method on _ useful in determining when patients with 
537 cases of closed pulmonary tuberculosis, tuberculosis of the lower extremities should 
in 325 of which Old Tuberculin was admin- be permitted to be up, and as a control of 
istered in 0.1 to 1.0 mgm. doses and in 212 the action of remedial measures, such as 
Tebeprotin was given in 0.1 to 0.025 mgm.  sun-baths, iodin injections and nonspecific 
doses. In the cases in which no tubercu-  therapy.—Verfolgung des Heilverlaufs bei 
losis could be diagnosed 96 per cent showed Knochen- und Gelenktuberkulose mit der 
no increase in the sedimentation rate and in Blutkérperchensenkungsprobe, HH. Knorr, 
only 4 per cent was there a slight increase up Deutsch. Ztschr. f. Chir., 1927, cciti and 
to 5 mm., while in the “tuberculosis suspect” cciv, 429.—( H. J. C.) 
there were 19 per cent with an increase 
to5 mm. In 75 per cent of all active cases New Urochromogen Tests.—A_ small 
of tuberculosis there was a more or less amount of sodium perborate is dissolved in 
marked increase in the sedimentation rate. pure sulphuric acid, and 1 cc. of this solution 
In 25 per cent of definitely active tubercu- is added to 2 cc. of urine. After cooling the 
losis cases there wasnochange. Inquestion- mixture, 3 cc. of ether are added and shaken. 
ably active cases there were 64 per cent,and Readings must be made immediately, since 
in active cases 89 per cent in which there was _ the color is transient and only an intensive 
no increased sedimentation rate. The sedi- citron-yellow color is considered positive. 
mentation reaction showed a behavior similar The findings as a rule parallel the clinical 
to that of the temperature curve——Das findings. According to the author this test 
Verhalten der Blutsenkungsreaktion nach is more delicate and sharper than that of 
provokatorischen Tuberkulingaben, K. Stetter, Weiss or Russo.—Uber eine neue Methode des 


Beitr. z. Klin. d. Tuberk., 1927, lxvi, 387.— Urochromogennachweises im Ufrin,_ 
F.C.) Schuntermann, Beitr. Klin. d. Tuberk., 


1927, lxv, 773.—(H. J. C.) 


Tuberculin-Plaster Test.—In 358 chil- 
dren, three different modes of tuberculin 
administration were tried simultaneously, 


Red-Cell Sedimentation as Guide in 
Therapy.—The repeated control of the 
red-cell sedimentation rate in bone and joint 
tuberculosis is a valuable prognostic aid, 
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namely, Moro’s percutaneous test, Pirquet 
test, and the application of Moro’s tuberculin 
covered with adhesive plaster for forty-eight 
hours. All three tests yielded nearly identi- 
cal results—Die Tuberkulinsalbenpflaster- 
probe, P. Habetin, Wien. Klin. Wchnschr., 
May 17, 1928, xli, 703.—(M. P.) 


Intracutaneous Salt-Solution Test.— 
The intracutaneous salt solution test was 
performed on 26 patients with pulmonary 
tuberculosis, two with miliary tuberculosis, 
1 with pulmonary and acute miliary tuber- 
culosis, and 1 with tuberculous peritonitis. 
In 24 of the 29 natients the disappearance 
time of the elevation caused by the injection 
fell below the lower limit of normal, and in 
most of these it was greatly below normal. 
In general, the shortest times were obtained 
in patients with symptoms of toxicity, who 
in many instances had a septic type of tem- 
perature. An extended disappearance time 
was usually noted in patients with a ten- 
dency to subnormal temperature. That 
pulmonary tuberculosis does not always 
cause a markedly short disappearance time 
is shown by the observation of a disappear- 
ance time of sixty minutes or more in five 
patients, four of whom died within fifteen 
days after the time of the tests. The 
possibility that secondary infection may have 
played an important part in causing the short 
disappearance times in these tuberculosis 
patients must be considered.— The Intrader- 
mal Salt Solution Test in Tuberculosis, A. 
Feldman, Arch. Int. Med., April 15, 1928, 
xli, 556.—(W. T. W.) 


Tuberculosis of Eye.—Tuberculosis of 
the eye is rarely a primary condition, with 
the exception of involvement of the con- 
junctiva and the cornea, and _ following 
perforating injuries. In the majority of 
cases the primary focus is relatively inactive 
and difficult or impossible to locate, but it 
is important to keep tuberculosis in mind in 
many obscure inflammations of the eye. 
The most frequent sites of tuberculosis of the 
orbit are the temporal margins and the 
zygoma. In the early stage there is marked 
induration and swelling over the rim of the 
orbit. Denudedand roughened bone may be 
felt if the abscess ruptures and leaves a tract. 
Multiple fistulae are characteristic of acti- 
nomycosis. Tuherculosis of the conjunctiva 
givesa characteristic clinical picture, occurring 
in young persons, the course being chronic, 
running over a period of months or years, with 
no pain, and usually unilateral. The lid is 
thickened and the preauricular lymph node 
and often the submaxillary and cervical nodes 
are enlarged on the affected side. With the 
eyelid everted, a characteristic irregular, 


dirty, gray ulcer is seen, with red loops of 
granulations protruding through the necrotic 
base. It has a punched out, mouse-eaten 
border, its progress is slow, and the surround- 
ing conjunctiva and tarsus are often a lardy 
yellowish-red. Usually confined to the 
tissues, the ulcer may perforate into the 
subcutaneous tissue or through the skin. 
Perinaud’s conjunctivitis presents a some- 
what similar clinical picture, but there are 
fever and other constitutional symptoms. 
Tuberculosis of the bulbar conjunctiva or 
fornices is rare. Lupus of the skin of the 
eyelids and conjunctiva is prevalent in some 
parts of Europe but very rare here, and 
usually extends to the lids from areas in the 
face. Tuberculosis of the lachrymal sac 
occurs rather frequently, but the diagnosis 
can be made only by histological examina- 
tion, and is secondary to tuberculosis of the 
lid or nose. Tuberculosis of the corner is 
usually associated with tuberculosis of the 
uveal tract or sclera, rarely involving the 
cornea alone, and occasionally occurring as 
a parenchymatous keratitis. The diagnosis 
depends on the results following the use of 
tuberculin. Sclerosing keratitis, if it occurs 
in young persons, is often due to tuberculosis, 
but this is not usually the etiology in older 
persons. /¢piscleritis and scleritis in young 
persons, if associated with formation of 
tubercles in the conjunctiva, is due to tuber- 
culosis. Tuberculosis of the iris is character- 
istic in the nodular form. Miliary tubercles 
arise simultaneously in the iris in different 
locations, and all zones may be involved, the 
nodules resembling millet seed, with conges- 
tion of surrounding vessels. In syphilis the 
nodules are more pinkish, and only the basal 
and pupillary zones are affected. A sympa- 
thetic ophthalmia may exactly simulate the 
picture of tuberculosis, and the history only 
is the key to the diagnosis. There is also a 
non-nodular chronic tuberculous iridocyclitis, 
with large lardaceous deposits on the 
posterior surface of the cornea, interfering 
with vision. Small gray nodules may be 
discovered at the pupillary margin of the 
iris, and there may often be _ posterior 
synechia or secondary cataract. The intra- 
ocular tension is usually diminished. In 
tuberculous choroiditis the ophthalmoscope 
reveals diffuse, irregular, grayish-yellow 
infiltrates with a slightly turbid vitreous, 
the picture soon changing to one of irregular 
white patches of scar-tissue bordered with 
pigment. Miliary tubercles of the choroid 
occur at the terminal stage of a systemic 
tuberculosis, and are seen as slightly elevated, 
isolated, yellowish masses under the retinal 
vessels. Retinal tuberculosis may be sec- 
ondary to a choroidal process, the three 
most common types being small miliary 
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tubercles, conglobate tubercles, and tuber- 
culosis of the blood-vessels. The small 
tubercles are seen most often in the macular 
region. Conglobate tubercles may be mis- 
taken for malignant tumor, but they 
contain less pigment, are quite yellow and 
are at first surrounded by a halo of oedema, 
later by pigment. A focal reaction to 
tuberculin usually occurs. Cases of retinal 
phlebitis, with recurrent haemorrhages into 
the retina and vitreous may be regarded as 
tuberculous, when there are yellowish and 
grayish exudates into the perivascular 
lymph spaces. tumor-like of 
yellowish color on the papilla, avascular or 
not, is usually a tubercle. If the retrobulbar 
portion of the nerve is involved, the spinal 
fluid may contain tubercle bacilli. A focal 
reaction to tuberculin in diagnosticating 
ocular tuberculosis is valuable, a local or 
constitutional reaction of very little value. 
Tuberculin should never be used until a 
general physical examination has determined 
whether active tuberculosis is present else- 
where in the body. If active tuberculosis 
is found elsewhere, the ophthalmologist 
should require that the internist supervise 
the administration of the tuberculin. Doses 
of 0.1 mgm. of O. T. may be used for diag- 
nostic purposes in lesions of the conjunctiva, 
sclera, cornea, iris, ciliary body, adnexa, and 
optic nerve. In suspected tuberculosis of 
the retina in the macular region and of the 
retinal vessels, also of the posterior segment 
of the choroid, the doses should be much 
smaller, from 0.000005 to 0.000025 mgm. 
Injections are given at intervals of 48 hours. 
With the anterior segment 0.1 to 5 mgm. 
may be given. The temperature should 
be taken every four hours, and the eye 
examined at intervals of 8, 24 and 48 hours. 
The reactions differ. In keratitis there is 
increased cloudiness of the cornea, diminu- 
tion in visual acuity, lachrimation, photo- 
phobia and pain; in scleritis an increased 
congestion, induration and aggravation of 
subjective symptoms. In diffuse iritis the 
circumcorneal injection is aggravated, the 
aqueous is more cloudy, the iris more 
swollen, the vessels more engorged, and the 
pupil contracts. In the nodular type the 
change is chiefly in the size of the nodule and 
the vascular injection. The miliary body 
reacts much like the iris. Secondary 
glaucoma sometimes occurs. In the retina, 
reactions are hazardous and may result in 
marked and permanent loss of vision or 
extensive haemorrhage resulting in dense 
bands of scar-tissue. Chloroidal reactions 
are marked by increase of vitreous haziness, 
increase in size of the tubercle, loss of visual 
acuity, and occasionally detachment of the 
retina. In the optic nerve there is an 


increase in vitreous haziness and size of the 
tubercle, with an aggravation of hyperaemia 
of the disk, and diminished vision.— 
Differential Diagnosis in Tuberculosis of the 
Eye, W. C. Finnoff, J. Am. M. Ass., Febru- 
ary 4, 1928, xc, 341.—(G. L. L.) 


Tuberculosis of Parotid.—The author 
describes an interesting case of tuberculosis of 
the parotid in a 45-year-old female patient. 
The various routes of infection are discussed. 
—KEin Beitrag zur Kenntnis der Tuborkulose 
der Parotis, L. Haslhofer, Virchow’s Arch 
path. Anat., 1927, cclxvi, 499.—( I J. C.) 


Treatment of Tuberculous Cervical 
Adenitis with Radium.—In a series of 25 
cases of tuberculous adenitis treated by 
radium 18, or 72 per cent, are clinically well, 
2 are dead, and 5 improved, but still have 
active disease. Radium, if properly used, 
is a safe procedure and gives a high percent- 
age of cures. Unless sinuses are present, no 
scars are left. Radical operation is contra- 
indicated because of the tendency to re- 
currence and the disfiguring scars.— Radium 
Therapy in Tuberculous Cervical Adenitis, 
G. A. Robinson, Am. J. Roentgenol. & Rad. 
Ther., February, 1928, xix, 140.—(W.I.W.) 


X-Ray Treatment of Tuberculous 
Cervical Adenitis.—As the result of the 
roentgen treatment of tuberculosis of the 
cervical lymph nodes, in 320 cases during the 
years 1919 to 1925, there were highly 
beneficial results in 93.9 per cent. Heavy 
filters are stressed in this type of treatment, 
especially to avoid the chronic indurative 
oedema of the skin observed so frequently 
by the older methods. ‘Two unusual cases 
of late symptomatology resulted, the one 
developing a rapid progressive caries of the 
teeth two years after treatment, and the 
other compression of the recurrent laryngeal 
nerve from connective-tissue formation.— 
Die Strahlenbehandlung der  tuberkulisen 
Halslymphome mit besonderer Berticksichti- 
gung der Strahlenschiden, H. Markus, 
Deutsch. Ztschr. f. Chir., 1927, ccv, 209.— 
(Raf. 


Surgical Treatment of Tuberculous 
Cervical Adenitis.—The “open” treatment 
of isolated tuberculous cervical lymph 
adenitis is considered best because of its 
time-saving as well as cosmetic advantages. 
The fluctuating nodes are opened, as well 
as any pockets connected with them. The 
extrusion of necrotic tissues is left to occur 
spontaneously without the use of curettes. 
Gauze strips, soaked with camphor and 
carbolic acid, are introduced and renewed 
daily. The abscess cavity is kept open until 
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completely cleaned out, and intensive sun 
treatment is used coincidently.—Die offene 
Behandlung isolierten _tuberkulésen 
Lymphoms, M. Neumann, Beitr. z. Klin. 
d. Tuberk., 1927, lxvi, 484.—( H. J. C.) 


Phototherapy of Laryngeal Tubercu- 
losis.—Light treatment of 62 ambulant 
cases of laryngeal tuberculosis was beneficial 
in 62 per cent. In addition to direct local 
treatment the carbon-arc was used following 
quartz-light treatment.—Die Behandlung 
der Larynxtuberkulose mit besonderer Bertick- 
sichtigung der Prognose durch Lichtbdder- 
behandlung, A. Plum, Ztschr. f. Tuberk., 
1927, xlix, 90.—(H. J.C.) 


Fibrinous Bronchitis and Pulmonary 
Tuberculosis.—A 19-year-old consumptive, 
who coughed up fibrin clots, had attacks of 
cyanosis and air-hunger. The three clots 
coughed up originated apparently in the 
same bronchial region. Histological exam- 
ina ion revealed them to consist of mucous, 
fibrin and cells. The pulmonary changes 
showed dense fibrinous deposits in the 
bronchioli respiratorii, as well as severe 

roductive tuberculosis of the larger bronchi 
in which fibrin was absent. The fibrinous 
constituents originated from the alveoli and 
the bronchioli res piratorii. ‘The mixture with 
mucus followed in the smaller bronchi. 
‘vidently there was a direct causative rela- 
tion between the pulmonary and bronchial 
tuberculosis and the origin of the bronchial 
exudation.—Uber Bronchitis fibrinosa und 
thre Beziehungen zur Lungentuberkulose, A. 
Stapf, Virchow’s Arch. f. path. Anat., 1927, 
celxiti, 800.—(H. J. C.) 


Treatment of Spontaneous Pneumo- 
thorax.—In some cases of spontaneous 
pneumothorax bed-rest only is indicated and 
recovery is uneventful. The great majority 
of such cases, however, should be treated and 
the method of choice depends upon the 
existing conditions present in each individual 
case. No hard and fast rules can be men- 
tioned to fit every case. In general, the 
air should be removed slowly. In cases 
with a valvular opening into the pleural 
space high intrapleural pressure results if not 
treated. To relieve this an aspirating or 
large pneumothorax needle should be left in 
the pleural cavity. The needle should be 
connected to a long rubber tube the end of 
which rests in a bowl of water on the floor. 
It is suggested that lipiodol may be used to 
advantage in locating the position and the 
size of the perforation. The following case 
is submitted as an example of one in which 
thoracoplasty is advisable: A man, aged 
thirty-three, developed spontaneous pneu- 


mothorax, later complicated by an effusion. 
Four aspirations were done over a period of 
six months. A total of 4150 cc. of fluid was 
removed. This was positive for tubercle 
bacilli. At the time of the last aspiration 
the perforation was patent and there was 
no sign of reéxpansion of the lung. A two- 
stage thoracoplasty was done, the pleural 
cavity was obliterated, and the patient made 
good progress. Summary: 1: Spontaneous 
pneumothorax, due to a simple and non- 
tuberculous origin, usually heals quickly, 
and is not complicated by the formation of 
effusion. If the lung does not reéxpand 
after a few days some gas can be removed 
from the pleural cavity, and this usually leads 
to a satisfactory expansion. By the words, 
“simple origin” it is meant to exclude such 
gross disease as carcinoma or ruptured 
abscess. 2: Spontaneous pneumothorax of 
tuberculous origin usually goes on to the 
formation of effusion. In some cases this 
clears up after one or more aspirations, but 
usually it leads to a chronic pyopneumo- 
thorax. In this case, if the lung cannot 
reéxpand early, thoracoplasty probably gives 
the best results. 3: In some cases spon- 
taneous pneumothorax is beneficial, and it is 
best to prevent the lung from reéxpansion 
by keeping up artificial pneumothorax.— 
The Treatment of Spontaneous Pneumothorax, 
L.S. T. Burrell, Brit. J. Tuberc., January, 
1928, xxii, 13—(H. McL. R.) 


Cardiac Changes in Pulmonary 
Tuberculosis.—In a consideration of the 
position of the diaphragm, the size of the 
heart during recumbency and the erect pos- 
ture, and a comparison of its cross-section 
dimensions with those of the lungs by means 
of the teleoroentgenograph in 60 cases, the 
author attempts to solve the frequently 
disputed question of the small drop-heart 
in tuberculosis. The increase in size of the 
heart in recumbency is occasioned by the 
rise of the diaphragm. The measurements 
indicate the presence of a smaller heart in 
the consumptive. Besides the well known 
clinical symptoms of drop-heart, such as 
high-grade fatigue, palpitation with tachy- 
cardia, and diminished blood-pressure, there 
are cases resembling angina pectoris, with 
outspoken bradycardia and pulse of 50 to 
60. Against the influence of cachexia on the 
development of drop-heart is the early 
ocurrence of this condition. More fre- 
quently there may occur a late enlargement 
of the heart, which can take on a number of 
forms, such as saccular, triangular, etc., with 
shifting of the conus arteriosus and pulmon- 
ary artery as the result of an enlarged right 
ventricle. The clinical symptoms can even 
resemble those of mitral insufficiency. A 
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pulmonic systolic murmur often results from 
twisting due to contractions.—Die Herzver- 
dnderungen bei der Lungentuberkulose, mit 
besonderem Hinblick auf den Roéntgenbefund, 
G. Gali, Ztschr. f. Tuberk., 1927, xlviit, 229.— 


Accidental Cardiae Changes in Pul- 
monary Tuberculosis.—The most frequent 
change occasioned by tuberculosis is tachy- 
cardia, which is viewed as a tuberculotoxic 
symptom. ‘Tuberculous lesions or large 
calcified foci can cause stasis by pressure 
upon the large vessels, even simulating, at 
times, aortic stenosis. Fibrous adhesions 
can, by traction, cause displacement of the 
heart that is usually more marked toward 
the left. As a result there can occur such 
mechanical influences as changed heart-tones 
and accidental murmurs simulating valvular 
lesions. Displacement toward the left is 
more prone to cause embarrassing symptoms 
and vascular kinking. In this case the 
displacement can be corrected by phrenic 
exairesis; it thus constitutes another indi- 
cation for this important operation.— 
Akzidentelle Herzgeriusche infolge von 
Tuberkulose, R. Giinther, Ztschr. f. Tuberk., 
1927, xlvii, 456,—(H. J. C.) 


Cardiae Disturbances from Pleuritic 
Residua.—The frequent cardiac disturb- 
ances in tuberculosis are in most cases purely 
mechanical, resulting from traction due to 
pleuritic residua and adhesions. Interlobar 
adhesions mainly exert a tug on the large 
vessels. Mediastinal pleurisy, either ante- 
rior or posterior, which can be postpneumonic 
or tuberculous, does not commonly cause 
serious cardiac symptoms, since functional 
adjustment occurs at an early period. ‘That 
marked mediastinal changes can cause 
dangerous complications is indicated by a 
number of cases, in which spontaneous pneu- 
mothorax led to a marked mediastinal 
deviation.—Pleuritische Residuen in ihrer 
Bedeutung fiir das Zustandekommen von 
Herzstorungen. Zugleich ein Beitrag zur 
Prognose hochgradiger Mediastinalverlagerun- 
gen, I’. Loben, Beitr. 2. Klin. d. Tuberk., 
1927, lxvit, 389.—( H. J. C.) 


Bronchial Obstruction in Pulmonary 
Tuberculosis.—A child, aged 3 years, with 
a history of rapid onset ten months before, 
had marked loss of weight, wheezing respira- 
tion, unproductive cough, and a_ septic 
fever. Five Pirquet tests were done, all 
negative. The X-ray revealed changes in 
the right lower lobe suggestive of atalectasis, 
with some displacement of the heart and 
trachea to the right. Bronchoscopy _re- 
vealed obstruction of middle and lower-lobe 


bronchi by inflammatory tissue. The eti- 
ology remained undetermined until the 
child developed meningitis and died. A 
Pirquet test just before death was negative. 
Autopsy disclosed a voluminous left lung 
and upper lobe of the right lung, studded 
with miliary tubercles, with perforation of 
the middle-lobe bronchus, which was ob- 
structed by caseous material from a necrotic 
lymph node. There was a constriction of 
the lower-lobe bronchus, and a resultant 
bronchiectasis. ‘The long history and the 
negative Pirquet tests obscured the diag- 
nosis.—Pulmonary Tuberculosis Associated 
with Bronchial Obstruction, C. J. Bucher, J. 
Am. M. Ass., April 21, 1928, xc, 1289.— 
Bs Ee) 


Tuberculosis of Lower Lip.—A patient, 
aged 38, had ulcers on his lower lip. Four 
months previously, three or four small 
ulcerations had appeared on the buccal 
mucous membrane close to the left labial 
commissure and adjoining some carious teeth. 
They were painless, and rapidly became more 
confluent, finally spreading to the lower lip 
in spite of treatment (methylene blue and 
arsenobenzol). The ulcers were ovoid, 
irregular and extensive. The entire lower 
lip, with its labial and gingival portions, was 
involved, and the lesions extended back- 
ward to the large molars. In this location 
the ulcers presented the appearance of vege- 
tations. Ulcerous rhagades were present 
at the labial commissures. The edges of the 
lesion were ragged and the borders presented 
a violaceous tint. The surrounding skin 
was of a similar color. On the granulating 
base were numerous haemorrhagic areas, 
and the surface was covered by grayish 
necrotic tissue. There was considerable 
hard infiltration of the deeper tissues. 
The submaxillary lymph nodes were sym- 
metrically enlarged but mobile. They were 
not as firm nor as large as those usual in 
cancer. The patient also had fibrocaseous 
pulmonary tuberculosis, with positive spu- 
tum. Biopsy showed numerous typical 
tuberculous follicles and many tubercle 
bacilli. A differential diagnosis of buccal 
ulceration must be made between the 
following conditions: herpes, noma, vaccini- 
form hydroa of Bazin, Duhring’s disease, 
chronic pemphigus, mucous patches, diph- 
theria, leukoplakia, various forms of stoma- 
titis, ulcerating neoplasm (syphilis, tubercu- 
losis, epithelioma, and actinomycosis). The 
treatment of this condition is very decep- 
tive because it is usually associated with 
pulmonary tuberculosis. Locally, caustics 
(lactic acid and zinc chloride) may be 
used. An eschar is produced and the 
end-results are not always satisfactory. 
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Actual cauterization offers little help. 
Ultraviolet radiation is contraindicated in 
the presence of a pulmonary lesion. Radio- 
therapy is dangerous. Injections of methy- 
lated antigen, Négre and Bouquet, were 
given to the patient under discussion. 
This medication has the advantage of 
provoking a minimal focal reaction. How- 
ever, the patient receiving this form of 
therapy must be under close surveillance.— 
L’ulcére tuberculeux de la lévre inferieure, L. 
Jacob, Prog. Méd., January 1+, 1928, no. 2, 
54.—( U. E. 2.) 


Intestinal Tuberculosis.—Intestinal 
tuberculosis is less familiar to practising 
physicians than to pathologists. ‘The dis- 
cordance between the findings of patholo- 
gists, who note intestinal tuberculosis in 
about 40 per cent of autopsies on cases of 
pulmonary tuberculosis, and the rarity with 
which it is diagnosed clinically in sanatoria, 
points to imperfect diagnostic capacity or 
methods. In practice, only the terminal 
forms are being recognized. ‘This gives a 
false idea of the prognosis, since if the earlier 
forms were recognized they might be seen to 
retrogress, just as pulmonary lesions have 
been demonstrated by means of radiology. 
The following observations cover a period 
of fifteen years, and have been facilitated 
both by some attempts at therapeutic 
surgery and by the referring of patients from 
the sanatoria at Leysin to the surgical clinic 
La Prairie at Clarens-Montreux for technical 
examination. Each of these patients has 
been carefully studied fluoroscopically, and 
if an operable lesion seemed present laparot- 
omy was carried out. The surgical findings 
have in many instances been controlled by 
minute pathological studies at the Pathologi- 
cal Institute of Lausanne. The most 
striking fact brought out is the lack of 
parallelism between the extent and severity 
of the pathological changes and the intensity 
of the clinical symptoms. In one case with 
severe diarrhoea, sweats, pains, and phthisi- 
cal facies, exploration showed only a simple 
appendicular lesion with a suspicious nodule 
on the caecum. Another patient, with mild 
digestive disturbances, subfebrile tempera- 
ture, and occasional alternating constipation 
or diarrhoea, in good general condition, and 
with doubtful radiological findings, proved to 
have extensive inoperable disease. Still 
another, a physician, who was finally diag- 
nosed as being neuropathic and suffering 
from functional enteritis, revealed at opera- 
tion several tuberculous ulcerations. 
Another striking fact has been the remark- 
able tolerance of the digestive tract to 
extensive, ineradicable lesions seemingly 
incompatible with prolongation of life. 


Both the clinical history and prognosis of 
intestinal tuberculosis must be radically re- 
vised. J. Clinical Studies: Only those cases 
are considered in which operative or necropsy 
control surely established the diagnosis. 
These numbered 51. Also, this study does 
not include frankly surgical forms, well known 
and recently reviewed in a monograph by 
Bérard and Patel. Of the 51 cases studied, 
36 were proved tuberculosis, while 15 were 
erroneously so diagnosed, including simple 
enterocolitis, chronic or recurrent appendi- 
citis, and pericaecal adhesions subsequent to 
appendicectomy. Symptoms of Intestinal 
Tuberculosis: 1: Digestive Disturbances: 
Anorexia, nausea, coated tongue, abdominal 
cramps. The early symptoms are often 
referred to the stomach rather than the 
intestines. Acute gastrointestinal attacks 
may, however, occur, manifested by vomit- 
ing, diarrhoea, diffuse abdominal pain, 
heavily coated tongue, transient fever. 
Dietary or medicinal treatment brings about 
partial relief. But intestinal troubles per- 
sist. The stools remain soft, putty-like, and 
of a peculiarly foetid odor. ‘There may be 
two stools a day, one normal, the other 
poorly digested and “imperative.” Gener- 
ally, putty-like stools precede actual 
diarrhoea. In the diarrhoeal stage the 
passage of food may be extraordinarily 
rapid, a meal being partially ejected after 
three hours, completely after six. Artificial 
coloring by the ingestion of carmine facili- 
tates these observations. In some cases 
diarrhoea is absent and replaced by consti- 
pation. This is peculiarly common with 
ulcerative caecal tuberculosis. Crises simu- 
lating intestinal obstruction may also occur. 
‘Two questions occur regarding these symp- 
toms: (1) Are there cases of pulmonary 
tuberculosis with purely functional chronic 
digestive disturbances? How common are 
they? (2) Can latent intestinal tuberculosis 
exist without producing functional dis- 
turbance? The numerous writings on func- 
tional digestive disturbances in the 
tuberculous are of no real value in answering 
these questions, as it has not been proved 
that many of these troubles were not really 
of tuberculous nature. However, the study 
of the 15 personally observed and verified 
cases wrongly diagnosed tuberculosis is of 
great value. One young woman, with open 
pulmonary tuberculosis, had at first persist- 
ent intestinal pain, finally followed by an 
acute appendicular attack; three others had 
pains, slight fever, and diarrhoeal stools; one, 
a pneumothorax patient, had chronic diges- 
tive disturbances without diarrhoea. 
However, viewing the group as a whole, it 
seemed as though constipation, or constipa- 
tion alternating with a laxative condition, 
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were more common than the chronic intesti- 
nal catarrh of the tuberculous group. Piéry 
has shown that a mucomembranous enteritis 
is common in patients with pulmonary tuber- 
culosis, probably of toxic origin, but perhaps 
due to follicular tuberculous inflammation 
and comparable to the lymphatic lesions 
which may precede pulmonary tuberculosis. 
There is also undoubtedly a dyspepsia due 
to superalimentation. How frequent these 
nonspecific disorders are is difficult to say, 
but probably they are not very common, and 
digestive symptoms in a tuberculous person 
should never be casually disregarded. Are 
there tuberculous intestinal lesions which have 
no effet on the stools? Certainly such exist, 
but exceptionally. The intensity of diar- 
rhoea seems to be no criterion of the lesion, 
being rather dependent on a concomitant 
enteritis or irritation of the abdominal 
sympathetic system, perhaps also on hepatic 
or pancreatic insufficiency. 2: Pains: 
These are variable in situation, intensity and 
chronology. Ileocaecal pain is common, 
sometimes accompanied by left hypochron- 
driac pain, radiating toward the subhepatic 
zone, probably due to hyperperistalsis in 
the affected segment. Caecal or subhepatic 
paia is more often of lymph-node origin, 
there being one large group of lymph nodes 
draining the ileocaecal region and another, 
sometimes a solitary node, the ascending 
colon. The left hypochondriac pain seems 
due neither to ulcerations nor engorged 
lymph nodes, but to spasm consequent upon 
irritation of the lower colon by infected and 
poorly digested material from above. 
Palpation aggravates the pain. Periumbili- 
cal or epigastric pains, so common with 
appendicitis, are rare. In one case walking 
aggravated the pain, in others eating, and in 
one inoperable case pain appeared at the 
moment of awakening. Except in the 
ilecczecal region, no very marked difference 
in abdominal sensitiveness is caused by 
ulcers of the large or small intestine. None 
of the above signs and symptomsare pathog- 
nomonic, as they may occur with simple 
chronic appendicitis, typhlitis or pesitone1l 
adhesions. 3: Temperature Disturbances: 
Irregularities of temperature are more 
common than chronic fever. Little step- 
like elevations at intervals or sometimes 
merely large daily oscillations are common. 
Some patients who had fever at Leysin lost 
it on arrival at Clarens. Although a sub- 
febrile temperature combined with digestive 
troubles in the tuberculous may be due to 
other causes, it is a cardinal symptom of 
intestinal tuberculosis. At the same time, 
grave anatomical lesions may exist and de- 
velop in a tornid manner, unaccompanied 
by fever. 4: Enteritic Attacks: The patient 


may be the victim of “gastrointestinal 
paroxysms” of varying intensity. For a 
few days there may be marked diarrhoea, 
pain, and fever, more rarely vomiting. 
In exceptional cases these attacks suggest 
appendicitis. They are particularly com- 
mon with caecal lesions. 5: Abdominal Pal- 
pation: The patient is usually slightly 
tympanitic. Peritoneal exudateand parietal 
tubercles do not occur, even in advanced 
cases. A sort of atrophic condition of the 
abdomen, with a pale and glistening appear- 
ance like moist silk, is often observed. Pain 
is quite commonly elicited by deep palpation, 
but its location may be indefinite or decep- 
tive. In the caecal region thickenings and 
nodosities are often detected, although they | 
may be confused with induration from 
spasm. 6: Diverse Symptoms: Most of the 
patients had a history of intestinal disturb- 
ances prior to the known onset of their 
pulmonary tuberculosis. Deterioration of 
the general condition is usually a late sign 
‘xamination of the faeces are of slight 
value, as blood is rarely found, and the 
finding of tubercle bacilli is common in any 
open case of pulmonary tuberculosis. A 
most striking feature of these cases is the 
lack of parallelism between the state of the 
lung and the temperature curve. If there is 
a persistent subfebrile condition while the 
pulmonary lesions appear stationary, and 
especially in the presence of any abdominal 
disturbance, careful observation and radio- 
logical studies of the digestive tract are 
indicated. If these suggest an organic 
lesion which is operable surgical intervention 
should be carried out. It should be of the 
nature of an exploratory laparotomy. /1. 
X-Ray Examination: For this purpose are 
employed the barium meal, the barium enema 
and palpation under the screen. This is 
carried out in dorsal decubitus. Whenever, 
with the barium meal, the caecum and 
ascending colon are clearly abnormal, the 
barium enema is given. Palpation under 
the screen permits of separation of the ileal 
loop from the caecal shadow and a study of 
the last 100r 15cm. of theileum. Too long 
continued palpation, however, provokes 
spasmodic contraction of an easily irritated 
ulcerated intestine. Stierlin observed that 
ulcerated intestinal segments do not retain 
the barium meal. His sign, however, is not 
infallible, either positively or negatively. 
It does not, however, occur in a healthy 
intestine. Its absence should not contra- 
indicate laparotomy, as it can rarely be 
determined in lesions involving the small 
intestine. The valve of Bauhin plays an 
important part in the functional disturbances 
resulting from an organic lesion. A tuber- 
culous valve, rigid and infiltrated, favors 
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regurgitation and exposes the lower ileum 
to contact with infected and decomposed 
fecal masses from the caecum. Barium 
Enema: This method of examination has 
not received sufficient attention from 
phthisiologists. It is the method of choice 
in much debilitated patients for whom the 
barium meal would be too fatiguing. It 
gives the surgeon valuable information 
about the condition of the colon and its 
topography. If a caecal tuberculosis exists, 
with extensive ulceration, the barium mass 
will be limited by a festooned shadow 
representing the irregular borders of the 
ulceration. Frequently, near the internal 
border of the caecum, there is a hiatus or 
incisure, due to thickening of the caecal wall 
about the valve of Bauhin, or sometimes to 
a lymphatic mass or juxtacecal lipoma. 
Disseminated alternating clear and mottled 
zones in a colon of slightly diminished calibre 
are usually due to superficial ulcerations. 
However, a true diagnosis of the extent of 
such a lesion is almost impossible. Of the 
15 nontuberculous cases, none showed Stier- 
lin’s sign, although circumscribed intermit- 
tent colonic spasms at intervals could be 
observed, never involving an entire segment, 
as in tuberculosis. Outside of tuberculosis, 
it is rare to find a caecum diminished in 
volume, with ileal and upper colonic stasis 
and spasticity of the lower colonic segment. 
In the nontuberculous cases the caecum and 
ascending colon were always supple and 
mobile on palpation. J/I. Treatment: Ac- 
tive treatment, in contradistinction to pal- 
liative, is to be reserved for those in whom 
the prognosis is not hopeless. However, 
the prognosis of tuberculous intestinal 
ulceration is not necessarily so bad as 
formerly thought, certainly not so immedi- 
ately bad. If, after some weeks’ observa- 
tion, the disease seems localized to a 
particular segment, surgical extirpation is 
to be considered. Again, it must be recog- 
nized that in a not insignificant proportion, 
spontaneous improvement occurs under a 
suitable regimen, just as it does in pulmonary 
lesions. Thus, former notions of prognosis 
need not be revised. If there is no fever, 
the general condition is good, and functional 
symptoms become less marked, conservative 
measures are to be preferred, at least 
temporarily. Burnand and Perret have not 
made extensive personal observations on the 
effects of heliotherapy, so highly regarded 
by Brown and Sampson and by Rollier. 
The occasional apparently curative effects 
of simple laparotomy and exposure alone 
must also be referred to. Surgical extirpa- 
tion is to be considered when the intestinal] 
tuberculosis runs a disquieting course, as 
shown by alterations in the general condition, 


and persistence of the fever or of the func- 
tional troubles. It is often difficult to 
decide exactly when conservative treatment 
should be abandoned. The surgical pro- 
cedures possible are: /: Extirpation of the 
diseased segment. 2: Exclusion. 3: Pre- 
liminary exclusion, followed after an interval 
by extirpation. Nearly all patients were 
given general ether or chloroform-cther 
narcosis without ill effects. Statistics give 
very little idea of the results, because so 
many patients suffered from open pulmonary 
tuberculosis, often with complicating laryn- 
gitis, and many died of their thoracic condi- 
tion. The cases may be grouped as follows: 
1: Patients closed without effective interven- 
tion, because of too extensive lesions. Most 
of these died within a comparatively short 
time. 2: Patients operated on by exclusion 
or extirpation of the diseased intestinal 
segment, this condition being ameliorated 
or cured, but dying later of pulmonary 
disease. These were fr quent. J: Patient 
dying from recurrence of the intestinal 
disease. Among the 51 cases there were 
many encouraging features, some almost 
miraculous. Doubtless, cases of primary 
intestinal tuberculosis, or those with minimal 
pulmonary disease, would yield the best 
results. Several such have remained cured 
for many years. When there exists pul- 
monary involvement with cavity, artificial 
pneumothorax treatment should precede 
operation. Several good results from the 
combined treatment are cited. Whether ex- 
tirpation or exclusion shall be performed 
depends on the case. When possible total 
removal of lesions with infected nodes is to 
be sought.—Sur la séméiologie, le diagnostic 
précoce et le traitement opératoire des formes 
dites médicales de la tuberculose intestinale, 
R. Burnand and A. Perret, Rev. d.l. Tuberc., 
December, 1926, vii, 817.—(A. P.) 


Treatment of Intestinal Tuberculosis. 
—In a case of multiple ulcerative intestinal 
tuberculosis, treated with stypticin and 
bismuth subnitrate, as well as with tannin 
injections and inunctions of tuberculin, 
there occurred subjective and objective 
improvement with decline in temperature 
and healing of the lesions without stenosis. 
This improvement lasted for a year and a 
half. Stypticin was administered as two 
tablets three times a day two hours before 
eating, followed in an hour by 1 gm. bismuth 
subnitrate.—Darmtuberkulose und Therapie 
Vorl. Mitt., FE. Seuffer, Beitr. z. Kliv. d 
Tuberk., 1927, lxvi, 213.—( H. J.C.) 


Relations of Intestinal and Pulmo- 
nary Tuberculosis.—As a result of 50 
studied cases, in which correlation between 
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the pulmonary and intestinal involvement 
was sought, four main forms are described: 
a productive form in which pulmonary tuber- 
culosis was protracted; a _productive- 
exudative form, characterized by a mixed 
productive-exudative phthisis; a predomi- 
nantly exudative form seen in severe 
phthisis, especialy of the child and adoles- 
cent; and a massive caseating intestinal 
tuberculosis, accompanying galloping con- 
sumption. These various forms indicate 
various stages of immunity of the organism. 
—Uber die Darmtuberkulose und die Bezie- 
hungen thres Ablaufs zu dem der Lungen- 
tuberkulose, H. Glatz, Ztschr. f. Tuberk., 
1927, xlix, 241.—(H.J.C.) 


Diagnosis of Tuberculosis of Mesen- 
teric Lymph Nodes.—Mesenteric lymph- 
node tuberculosis is quite common at 
autopsy. It is as important clinically as 
bronchial adenitis, but its clinical diagnosis 
is only rarely made. Even latent mesen- 
teric lymph-node tuberculosis can cause 
symptoms which are referred to other 
causes. Localized peritonitis at the root 
of the mesentery is not the remains of a 
diffuse peritonitis, but indicates rather a 
slowly progressing local periadenitis. ‘Two 
pain points are characteristic for this disease, 
one in the right hypochondrium, and one to 
the left of the spinal column at the level of 
the second lumbar vertebra. The latter is 
frequently falsely referred to the solar plexus, 
while the former cannot be differentiated 
from that of chronic appendicitis. When, 
however, both points of pain occur, peri- 
adenitis of the mesenteric nodes must be 
considered as the cause, the second pain 
point is absent in true appendicitis. In 
addition, alternate constipation and diar- 
rhoea, as clinically well known, can occur.— 
Zur Diagnostik der Mesenterialdriisentuber- 
kulose, A. Sternberg, Ztschr. f. Tuberk., 
1927, xlvii, 117.—CH. J. C.) 


Tuberculosis of Mesenteric Lymph 
Nodes.—Deep palpation is important in the 
determination of mesenteric lymph-node 
disease, and locating the characteristic pain 
points. One hundred eighteen children, 
from 5 to 12 years of age, were repeatedly 
examined. Abdominal palpation was _ per- 
formed in two positions, namely, dorsal 
recumbency with drawn-up legs, and stand- 
ing, with the patient bent at an angle of 45 
degrees. Pain on palpation was found in 
the right hypochondrium in 25 of the cases, 
that is, 45.5 per cent; and combined right 
and left hypochondrium in 25 cases. In 63 
cases the examination was negative, the 
latter group including mild forms of tuber- 
culosis, and the cases of purely tracheobron- 
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chial adenitis. In 35 cases functional in- 
testinal disturbances were absent, and in 
20 cases there were deviations from normal. 
—Uber  Mesenterialdriisentuberkulose, 1. 
Fertik, Ztschr. f. Tuberk., 1927, xlvii, 122.— 


Isolated Tuberculosis of Abdominal 
Lymph Nodes.—During a period of five 
years Klein has had occasion to observe more 
and more frequently (60 cases in fall) an 
abdominal syndrome little known and 
rarely diagnosed. It consists of a striking 
and characteristic group of subjective and 
objective symptoms. ‘The literature prior 
to the War has little reference to it, but 
there seems little doubt it has increased in 
both Poland and Germany since then. 
Klein refers to isolated and localized tuber- 
culosis of the abdominal lymph nodes, the 
other organs being entirely spared. Ordi- 
nary mesenteric and peritoneal tuberculosis 
is much more easily diagnosed. This form, 
however, involves the nodes in the mesentery 
of the large and small intestine, with forma- 
tion of small, not very numerous, tumors 
localized in different parts of the abdomen. 
The chief subjective symptoms are abdom- 
inal pains and vomiting, from which the 
patients get no effective relief. Often a 
wrong diagnosis of appendicitis is made and 
the patient operated on without relief. 
Another common diagnosis made is of biliary 
lithiasis or cholecystitis. Intestinal ad- 
hesions are sometimes incriminated, espe- 
cially if the patient has already been operated 
on. The pains are not usually intense; they 
appear or are aggravated by pressure, less 
commonly after eating. The characteristic 
feature is the relation of the pain to a swollen 
palpable node. Gastric examination some- 
times shows absence of hydrochloric acid, 
though often it is normal. There is rarely 
fever or diarrhoea. The characteristic 
objective symptom is the palpable swelling 
of the abdominal lymph nodes. Without it, 
the diagnosis is doubtful. The abdomen 
must be carefully and completely gone over 
with gentle palpation. The tumor is 
generally hard and of the size of a cherry. 
The most common site is the right iliac 
fossa, where several masses may be felt. 
The lateral vertebral region is another 
common site. [Tluid in the abdomen has 
never been determined and in only 2 cases 
was there a concomitant pulmonary tuber- 
culosis. Diagnosis depends chiefly on the 
symptoms and signs mentioned. The 
X-rays will show the lymph nodes if calcified. 
Lymphatic leukaemia, lymphosarcoms tosis 
and lymphogranulomatosis must be differ- 
entiated. The Pirquet reaction has been 
strongly positive in every case: in lympho- 
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granulomatosis (Hodgkin’s disease?) it is 
always negative unless tuberculosis coexists. 
Ponndorf’s technique, using Old Tuberculin, 
is employed, and the site chosen is the thigh. 
Simultaneously with a positive reaction a 
painful swelling of the lymph nodes has been 
observed. Klein cites Pfaundler and also 
Lotsch, whose figures include adults. He 
attaches great importance to the early 
intensity of the cutireaction in diagnosis. 
Red-cell sedimentation is rarely accentuated. 
The blood shows usually a slight lympho- 
cytosis, with a marked monocytosis and 
frequently eosinophilia. There may be 
slight anaemia. Nutrition is usually good; 
some patients are fat. The ages ran from 
6 to 35. Most of the patients were women. 
The course is chronic and generally benign. 
Occasionally intestinal obstruction occurs. 
Pressure on nerve trunks may cause persis- 
tent pains. Klein has seen no deaths. He 
associates the aetiology with the lamentable 
hygienic conditions following the War as 
regards milk, meat and cattle. Treatment is 
best undertaken by X-ray radiation in series. 
It must be borne in mind that the ovaries 
may be unfavorably affected by the rays. 
Ultraviolet irradiation seems much less 
effective. Some cases are refractory and 
require surgical treatment. Climatic treat- 
ment isa valuable adjuvant. As to prophy- 
laxis, supervision and sanitary control of the 
sale of provisions, especially milk, is urged.— 
La tuberculose isolée des ganglions lymphat- 
sques abdominaux, S. Klein, Rev. d.l. Tuberc., 
June, 1927, viii, 340.—(A. P.) 


Mesenteric and Intestinal Tubercu- 
losis in Early Pulmonary Tuberculosis.— 
Tuberculosis of the intestines and mesenteric 
lymph nodes is not rare in early pulmonary 
tuberculosis, in spite of the usual view to the 
contrary. Tuberculous intestinal ulcers can 
occur without subjective symptoms. With 
localized sensitiveness to pain the 
ileocaecal region occult blood should be 
looked for. Mesenteric lymph-node tuber- 
culosis can be diagnosed from Sternberg’s 
syndrome.—Uber Mesenterialdriisentuberku- 
lose und Darmtuberkulose bei beginnender 
Lungentuberkulose, M. Borock and N. 
Paschkowa, Ztschr. f. Tuberk., 1927, xlvii, 
124.—( H.J.C.) 


Erosion of Blood-Vessel in Tubercu- 
losis of Mesenteric Lymph Nodes.— 
In a 10-year-old girl, puncture of an abdom- 
inal tumor yielded at first pus and, at deeper 
levels, large amounts of disintegrated blood. 
The case is believed to be one not of haem- 
orrhage into the free peritoneal cavity but 
rather of a blood cyst, due to the erosion of 
a blood-vessel in mesenteric lymph-node 


tuberculosis. There was no involvement 
of the intestinal tract, and clinical improve- 
ment occurred.—in Fall von Mesenterial- 
driisentuberkulose, kompliziert durch Arrosion 
eines Mesenterialgefisses, Ruescher, Ztschr. 
f. Tuberk., 1927, xlvii, 383.—( H. J.C.) 


Experimental Tuberculosis of Omen- 
tum.—Tubercle bacilli injected into the 
peritoneal cavity were engulfed by the 
omentum after 24 hours. There resulted a 
shortening adhesion of the leaves and a 
rolling of the omentum toward the greater 
curvature of the stomach. Further spread 
of the tuberculosis probably took place 
through the lymph-channels of the central 
tendonofthe diaphragm. Varying amounts 
of bacilli were used to determine the route. 
of general infection. In the first experiment 
guinea pigs developed typical omental 
changes, and in some cases isolated pulmo- 
nary tuberculosis. Inthe rabbit, in contrast 
to the guinea pig, there was no rolling of the 
omentum or adhesions of the leaves of the 
omentum. The rabbits revealed pulmo- 
nary cavities, and pulmonary disease was 
found without progressive omental lesions 
in some cases; the lungs were infected by 
lymphohaematogenous extension. In some 
cases the spleen, liver and kidneys were 
also affected, and in two animals there was 
testicular tuberculosis. The omentum is 
viewed by the author as a part of the 
lymphoid apparatus, with superficial and 
deep lymph-vessels, or as a lymphoid 
system of the peritoneum.—Ubler die 
typische Erkrankung des grossen Ketzes nach 
intraperitonealer Infektion mit Tuberkel- 
bacillen, P. Schmidt-Weyland, Ztschr.f. Hyg., 
1927, cvit, 295.—(H. J.C.) 


Primary Multiple Tuberculous Ab- 
scesses of Liver.—Primary multiple tu- 
berculous liver abscesses are extremely 
rare. A case in a woman, 55 years of age, 
was initiated 5 years previously by pain in 
the right hypochondrium with nausea and 
biliary vomiting, and temperatures up to 
39°, but without icterus. This was followed 
by four and one half years of well-bcing. 
Six months ago there occurred persistent 
pain in the right hypochondrium and a high 
temperature, with an increase in the pain, 
and icterus which persisted for 3 months and 
then diminished. There followed an enlarge- 
ment of the liveranda high temperature until 
admission to the clinic. A diagnosis of 
cholecystitis and cholangitis was made. 
Operation revealed enlargement of the liver 
with adhesions to the abdominal wall and 
the transverse colon. The liver also con- 
tained hard nodules resembling carcinorata. 
Ascites was present, and 20 days later death 
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occurred. The postmortem findings were 
confined mainly to the liver, which contained 
abscesses that were microscopically tuber- 
culous. In addition, the head of the 
pancreas contained a fresh tubercle. The 
old inflammation of the gall-bladder prob- 
ably resulted in cholangitis and a subsequent 
dissemination of tubercles in the liver. The 
tuberculous infection was believed to 
originate from the _ intestines.—Uber 
“primdre”’ multiple tuberkuldse Leberabscesse, 
A. S. Maximowitsch, Centralbl. f. Chir., 
1927, liv, 2292.—( H. J. C.) 


Influence of Tuberculous Toxaemia on 
Pancreas.—The number of Langerhans 
islets vary for the head, body and tail of the 
pancreas. After prolonged tuberculous tox- 
aemia the islet tissue exceeds the normal by 
50 per cent, indicating an hypertrophy of 
the internal secretory apparatus of the 
pancreas. The possibility exists that there 
is a weakening of the glandular function and 
an atrophy of the glandular apparatus of all 
glands with dual secretion, with resulting 
increase of the internal secretory portion.— 
Uber Verinderungen im endokrinen Apparat 
der Bauchspeicheldriise unter dem Etinfluss 
tuberkuldser Toxadmie, O. S. Kasarnowskaja, 
Beitr. z. Klin. d. Tuberk., 1927, lxv, 777.— 
(H. J.C.) 


Spleen in Chronic Pulmonary 
Tuberculosis.—The splenic tumors which 
seem to be fairly frequent in chronic phthisis 
were examined histologically. There was 
found a marked predominance of the reticulo- 
endothelial cells, with outspoken phagocy- 
tosis, haemosiderosis, and fatty deposits, as 
well as an increased density of the reticular 
stroma. The rarity of mitoses in the 
reticulo-endothelium suggests that there is 
not a genuine hyperplasia of the latter, but 
a more distinctive contrasting as a result of 
the destruction of the other elements and 
especially of the follicular lymphocytes. 
Quite regularly plasma cells were found 
predominantly in the red pulp, but immature 
haemocytoplasts rarely and in small numbers. 
Marked haemosiderosis in the presence of 
only slight fatty changes was a strikng 
feature.— Histologische Verdnderungen in 
der Milz bei chronischer Lungentuberkulose, 
T. Petroff, Beitr. 2. Klin. d. Tuberk., 1927, 
lxvi, 660.—( H. J. C.) 


Surgical Tuberculosis.—The atmos- 
pheric conditions suitable for the treatment 
of surgical tuberculosis in children are 
discussed. NHeliotherapy, practised under 
ideal climatic conditions, has a most bene- 
ficial effect upon the natient’s metabolic and 
mental processes. The results of photo- 


therapy are not as brilliant as those obtained 
from heliotherapy under ideal conditions, 
but it is a decided acquisition where helio- 
therapy cannot be practised for long periods 
of the year. Light treatment should in no 
way supplant any orthopaedic measures, but 
should be used in conjunction with and 
secondary to immobilization in all cases. In 
equipping a light-room, the window gravity 
system in combination with an extractor 
fan by which 26 changes of air can be ob- 
tained in an hour seems satisfactory. The 
temperature of the light-room should be 
maintained between 65° and 75°F. Accord- 
ing to Grotthius’s law, only rays which are 
absorbed have any chemical action. As the 
penetrative power of any ray of light depends 
upon its angle of incidence, it is important 
that the surface of the patient’s body should 
be at right angles to the direction of the 
rays. The local treatment of surgical tuber- 
culosis may be summed up in three main 
principles: /: The site of the active focus 
must be immobilized. 2: Pressure or 
weight-bearing must be removed. 3: Any 
existing deformity must be improved and 
any other occurring in the joint affected or 
any other joints must be prevented. There 
are three main types of end-results in cases 
of tuberculous arthritis: /: Practically nor- 
mal movement. 2: Considerable limitation 
of movement, due either to extensive bone 
destruction or abundance of fibrous tissue 
with greater or lesser amount of joint 
derangement. 3: Sound bony ankylosis. 
In the treatment of tuberculous disease of 
the spine in children there is considerable 
diversity of opinion on the advisability of 
attempting to correct the kyphotic deform- 
ity. There are three groups: /: Those who 
maintain that the existing deformity should 
be allowed to remain and who devote all their 
attention toward the arrest of the disease by 
fusion. 2: Those who advocate masking 
the deformity by the creation of compensa- 
tory curves above and below the kyphosis. 
3: Those who direct their attention to 
arresting the disease and the direct reduction 
of the existing kyphosis. It is possible and 
desirable to adopt the third line of treatment 
in all children where the destruction is not 
too extensive and the gibbosity not too well 
marked.— Treatment of Surgical Tuber- 
culosis in Children with Special Reference to 
Tuberculous Disease of the Spine, J. G. 
Johnstone, Lancet, December 3, 1927, ccxiti, 
1177.—(B. T. McM.) 


Heliotherapy in Surgical Tubercu- 
losis.—This term has gained world-wide 
usage and significance, and has come to mean 
to many the essential form of treatment. 
It connotes naked, dark brown, well- 


nourished children, active and happy, and 
playing in the Alpine snow. To those old 
enough to recall our hospital wards and out- 
patient departments of twenty-five years 
ago, comes the visualization of pale, emaci- 
ated children, with increasing deformities, 
abscesses, generalization and death. This 
remarkable change is due to many things, 
among which heliotherapy has played an 
important part. So called surgical tuber- 
culosis by long tradition means lesions so 
localized as to be amenable to surgical 
treatment, notably osteoarthritic, renal, 
lymphatic, cutaneous, ocular, etc. The 
process of localization is accomplished by 
the blood-stream, such localization being 
only a manifestation of a general disease. 
The treatment of the tuberculous individual 
is the prime consideration and his powers of 
resistance must be raised to the highest 
level. Eastwood and_ Griffith, Krause, 
and others, have recently emphasized the 
fixity of bacillary type and virulence, whence 
it must be concluded that variations in dis- 
ease depend chiefly on the individual 
resistance. Zinsser has stated that all 
attempts at active immunization have been 
entirely unsuccessful. Krause has shown 
experimentally that there is a definite 
ability to “fix” the bacillus in the tissues and 
regards this as a specific immune reaction 
special to the allergic state. This state is 
reduced by fatigue, anaemia, and other bac- 
terial infections. There is abundant clinical 
evidence that so called “heliotherapy” will 
raise the resistance of the tuberculosis 
patient, especially in so called ‘surgical 
tuberculosis.” The most emphatic and 
persistent advocate of this form of treatment 
has been Rollier. Impressions gained from 
visiting his clinic are as follows: /: Surgical 
tuberculosis is absolutely cured by helio- 
therapy. 2: The sun’s rays act most 
effectively at 3000 to 5000 feet above sea 
level. 3: Artificial light is valuable but not 
to be compared with sunlight. 4: Climate 
has an influence, in that bracing fresh air is 
valuable. 5: Treatment, to be most effec- 
tual, demands abundant sunlight and expo- 
sure to it of the skin. Abscesses are found 
to “calcify” and joints or bones to be 
“reconstructed.” Functional use of the 
muscles assists healing. The great disaster 
is multiple infection; hence abscesses are 
severely let alone until they become super- 
ficial, when aspirated. Surgical interference 
is a catastrophe, and rest an essential. The 
only important exception to nonintervention 
is renal tuberculosis, which demands extir- 
pation. Treatment must be continuous and 
persistent. Cure is adjudged by roentgeno- 
graphic records. When these show “recon- 
struction” or sufficient ‘bloc’ formation 
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about diseased vertebrae, the patient 
is allowed up and about. Spinal disease is 
treated by recumbency, without braces or 
jackets, and hyperextension encouraged. 
During convalescence the lightest protecting 
apparatus only is used such as celluloid or 
linen splints. Allison’s observations incline 
him to accept most of Rollier’s diagnoses and 
a considerable part of his therapeutic 
claims, although failures are unrecorded. 
In England one is struck by the fact that 
with much less sunshine, at sea-level, as good 
if not better results are obtained, the most 
outstanding evidence being Gauvain’s work 
at Alton. Here the lack of sun is supple- 
mented by various forms of artificial light, 
especially Finsen-Rehn lamps, and proper 
surgical fixation and treatment are supplied 
by Fairbank. Gauvain is an optimist but 
modest in estimating results. At the New 
England Peabody Home for Crippled Chil- 
dren experience has demonstrated the value 
of so called heliotherapy. Near Boston, at 
sea level, with much cold wind and a heavy 
annual rainfall, there is a yearly average 
of 57 per cent sunshine, falling to 48 per 
cent in November, December and January, 
and rising to 63 per cent from June to 
October. During the latter months the 
weight-gain is greatest, and_ resistance 
appears to lag during the winter. Success 
in improving deformity in spinal tuberculosis 
depends on the region of localization, and the 
extent and duration of the disease, the 
favorable prospects increasing from none 
in the cervicodorsal region to 90 per cent 
in the lumbar. About 5 per cent of cases 
show no favorable response to heliotherapy 
and die. In many instances transfusion is 
employed with benefit. Surgery has a part 
to play. Joint cartilages once destroyed 
cannot be regenerated, and ankylosis in a 
favorable position is to be sought. Allison 
believes that early cases of tuberculous 
joint disease may be restored with useful 
function, but that if the disease process 
extends under sufficiently prolonged helio- 
therapeutic treatment operative surgery is 
called for.— Heliotherapy in Surgical Tuber- 
culosis, N. Allison, New England J. M., 
April 5, 1928, cxcviti, 332.—(A. P.) 


Treatment of Surgical Tuberculosis 
with Tubar.—The author records his 
experience in the treatment of surgical 
tuberculosis with Strubell’s Tubar, a mixture 
of lipoids from tubercle bacilli. The treat- 
ment consists of giving subcutaneous injec- 
tions at daily or bi-daily intervals, until 
32 have been given. No reactions were 
observed, and the testing with partigens 
revealed improvement in a majority of 
cases. In 16 cases there was also a decided 
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improvement in weight.—Abgestimmte Lip- 
oidbehandlung mit Tubar-Strubell bei chirur- 
gischer Tuberkulose, W. Driigg, Centralbl. f. 
Chir., 1928, lv, 153.—( H. J. C.) 


Surgery of Joint Tuberculosis.— 
Tuberculous synovitis can closely resemble 
infectious arthritis, and guinea-pig inocula- 
tion of the aspirated or excised material 
must be utilized in diagnosis. The tendency 
to make a diagnosis of tuberculosis is far too 
frequent. The claimed favorable results of 
heliotherapy in a fair percentage of cases is 
due to errors in diagnosis. In definite cases 
of tuberculosis the numbers of healed 
joints of functional capacity is properly 
apportioned.— Der heutige Stand der Gelenk- 
chirurgie, E. Payr, Arch. klin. Chir., 1927, 
cxlviit, 404.—(H. J. C.) 


Treatment of Bone and Joint Tuber- 
eulosis by Fixation.—Twenty-nine cases 
of tuberculous coxitis, out of a total of 132 
cases, treated with plaster casts were kept 
under observation for three years and 
reéxamined. Of these 19 were healed, with 
ankylosed joints. The results in standing 
and walking were satisfactory to the patient. 
No occasion for discontinuing this type of 
treatment, as advised by some authors, was 
found.—Zur Frage der Behandlung der 
Knochen- und Gelenktuberkulose, P. Glaessner, 


Arch. f. klin. Chir., 1927, cxlv, 455.— 
J.C.) 


X-Ray Diagnosis of Joint Tubercu- 
losis.—The familiar wedge-shaped infarct- 
like focus can escape notice even in spite of 
careful examination. In resection prepara- 
tions the focus could hardly, or not at all, 
be differentiated roentgenologically from a 
surrounding atrophy. In 40 per cent of all 
bone cases there was found pulmonary 
tuberculosis roentgenologically. No definte 
relation existed between the severity of the 
pulmonary and the bone tuberculosis. An 
unfavorable effect upon the pulmonary focus, 
as a result of operation, was not observed.— 
Uber Réintgendiagnostik bei Gelenktuberku- 
lose, I’. Konig, Centralbl. f. Chir., 1927, 
liv, 1030.—(H. J. C.) 


Operation for Tuberculous Spondy- 
litis.—There is no justification for the recent 
reaction against surgical interference in 
tuberculous spondylitis in children. Im- 
mobilization of the spine is necessary. The 
implantation of a long-bone splint under the 
unsplit lumbodorsal fascia gives immediate 
support to the weakened spine and obviates 
the use of casts or external splints. A 
comparatively simple operation has been 
devised. A tunnelling osteotome, inserted 


at the second thoracic spine, may be em- 
ployed to section as many posterior vertebral 
processes as are indicated. A bone-graft is 
inserted under the osteotome and is brought 
to rest on the stumps of the spinous processes, 
the latter, as the instrument is removed, 
coming to rest upon the new bone. A 
number of case histories attest the advan- 
tages of such an operation.—A Method of 
Special Fixation in Tubercular Spondylitis in 
Children, S. A. Grantham, J. Bone & Joint 
Surg., October, 1927, ix (0. s., xxv), 748.— 
(H.S.W.) 


Classification of Tuberculous Coxitis. 
—The usual divisions of tuberculous coxitis 
into granulating, fibrous and caseous forms 
possess certain difficulties. The picture of 
the sequestrum-wedge does not fall under this 
classification and, therefore, the author 
prefers to classify early coxitis into synovial, 
epiphyseal and ostal, and to further give 
under this the reaction forms of granulating, 
fibrous, or caseous.— Die verschiedenen For- 
men der tuberkulésen Coxitis in ihrem 
Anfangsstadium und ihre Differentialdiag- 
nose, G. Haensel, Ztschr. f. Tuberk., 1928, 
xlix, 345.—(H. J. C.) 


Tuberculosis of Hip.—A critical study 
of 208 patients treated for tuberculosis of 
the hip from 1904 to 1921 at the Country 
Branch of the New York Orthopedic 
Dispensary and Hospital has revealed that 
the condition was overdiagnosed. In 46 
cases a diagnosis had been made when there 
was simply limitation of motion of the joint, 
and muscle spasm, without X-ray indica- 
tions. Treated with the Taylor traction hip 
splint, atrophy of muscle and decalcification 
of bone occurred in these patients, although 
a later review showed that evidence was 
lacking that there ever had been a tubercu- 
lous infection. Such mistakes are inevitable 
unless the diagnosis is established by 
aspiration and guinea-pig inoculation, or 
by exploratory operation. Of 150 patients 
followed for three years or more, who 
probably had tuberculosis of the hip, 36 
died, 24 of these deaths being from some 
form of tuberculosis, tuberculous meningitis 
predominating. Of the remaining 114 cases, 
71 still were active when last examined, 41, or 
27 per cent, were quiescent, with little or no 
motion and with some degree of deformity, 
and only 2 patients were inactive with a 
useful range of motion. Grouped according 
to the length of time under observation, 45 
per cent of those followed from three to five 
years were active, 64 per cent of 45 cases 
observed from six to ten years remained 
active, and 64 per cent of 36 cases followed 
for more than ten years failed to become 
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quiescent, illustrating that studies based 
on observation for less than five years are of 
little value. There were 15 relapses among 
the 114 patients, one occurring after nine 
years of quiescence. In contrast with the 
progressive destruction of the hip joints, the 
general physical condition of the patients 
remained excellent; therefore, this is no 
criterion for determining the progress of the 
lesion. The average age of these patients 
on admission was 6.4 years.— Tuberculosis 
of the Hip: End Results of One Hundred and 
lifty Cases, A. DeF. Smith and W. H. 
Watters, J. Am. M. Ass., January 21, 1928, 
xc, 189.—(G. L. L.) 


Surgical Treatment of Tuberculosis of 
Kneo.—Two hundred and eleven cases of 
tuberculosis of the knee joint in adults 
treated by resection are reported. The 
average age was just a little under thirty 
years, and three-fourths of the operations 
occurred between ages twenty and forty. 
Two-thirds of the cases were males. In 61 
of the cases there was evidence of tubercu- 
losis of the lungs, either active or inactive, 
and in 37 there was nonpulmonary tubercu- 
losis. There was a family history of 
tuberculosis in 9 per cent, and of trauma of 
some sort in 51.8 per cent, but trauma 
definitely related to the onset was present in 
13 per cent. The onset was gradual in 82 
per cent, pain was present in over 90 per 
cent, and stiffness in all cases. Swelling was 
almost always present, and local heat in half 
the cases. Nearly all had atrophy of the 
thigh and calf, with tenderness, and half 
had to use crutches. In about 10 per cent 
the disease did not involve the bone. The 
disease is to be differentiated from chronic 
infectious arthritis, gonorrhoea, syphilis, 
haemophilia and sarcoma. The operation 
should consist of the removal of the patella, 
and 2 cm. or more of bone from the two 
surfaces which are approximated (even 
though some diseased areas remain) and held 
together with nails through the tibia. Bone 
grafts are then wired over the anterior 
margin of the point of junction, and the 
incision closed. A plaster cast is applied, 
and suspension of the leg maintained for 
three weeks, when the nails and wires are 
removed and the cast replaced. Bony 
ankylosis resulted in all but 13 per cent. 
Seventeen patients have died at an average 
of 4.4 years after operation; pain persisted 
in 23 per cent but was often due to an ad- 
herent scar. No osteomyelitis developed 
in the nail-holes. ‘Two per cent have dis- 
charging sinuses. Bony union should 
routinely occur in from five to eight months. 
—Tuberculosis of the Knee Joint in the 
Adult, M.S. Henderson and H. J. Fortin, 


J. Bone & Joint Surg., October, 1927, ix 
(0. s., xxv), 700.—(H.S.W.) 


Poncet’s Disease.—This disease is char- 
acterized by manifestations which simulate 
rheumatic polyarthritis with severe consti- 
tutional symptoms. The fact that it 
occurs in tuberculous individuals only, and 
the final development of the joint foci into 
typical tuberculous lesions, justify the diag- 
nosis tuberculosis. It has been claimed, 
however, that the initial symptoms may be 
due to a rheumatic infection and that the 
diseased joints constitute a locus minoris 
resistentiae for the subsequent localization 
of tuberculosis. ‘This assumption is sup- 
ported by the fact that anatomical studies 
in the initial stage are lacking, that a 
bacteriological diagnosis has been possible 
only in rare instances, and by the observation 
that some or all of the affected joints may 
heal with unimpaired function. This latter 
observation was explained by Poncet and 
his school by the suggestion that not bacilli, 
but only their toxic products caused the 
lesion, or, later on, by the assumption that 
the bacilli caused, at first not typical tuber- 
culous tissue alterations, but inflammatory 
lesions, capable of resorbtion (tuberculose 
inflammatoire). Diagnostically important 
points during the initial stage are refractory 
behavior toward salicylates, absence of 
endocarditis, presence of other tuberculous 
foci, focal tuberculin reaction, demonstra- 
tion of tubercle bacilli in the arthritic exu- 
date, and predominance of mononuclear 
cells in the exudate in the earliest acute 
stage. The disease is very rare, and the 
diagnosis remains usually uncertain in the 
early stage, since even by animal inoculation 
tubercle bacilli can be found only in few 
cases. Case Report: The family history of 
the patient is suggestive for tuberculosis. 
She was well until twelve years ago. Then, 
a joint disease developed which she took for 
gout. It started with painful swelling of 
both ankles. This was followed by a similar 
condition in the metacarpal, wrist, elbow, 
and shoulder joints. In some of the, joints 
complete restitution occurred ; others became 
permanently damaged and _ contracted. 
During the iast half year before admission, 
both knee joints grew rapidly worse. On 
admission, at 52 years of age, she is severely 
ill. Both lower legs are oedematous. Sev- 
eral patches of scrofuloderma are present. 
The spine is kyphotic in the thoracic part. 
X-ray studies and physical signs lead to the 
diagnosis of a cirrhotic pulmonary tubercu- 
losis. Both elbow joints are thickened and 
their excursion is limited. Similar findings 
obtain in hand and finger joints. Both knee 
jointsare swollenand painful. X-ray plates 
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reveal that all the affected bones cast only 
slight shadows and their structural details 
appear blurred and veiled. There are 
deforming and destructive processes in the 
joints of the knees, elbows, hands, and 
fingers. The joint surfaces are destroyed, 
the bones are atrophic. Tubercle bacilli are 
demonstrated by animal inoculation in some 
of the arthritic exudates. On account of 
insufferable pain, the left leg is amputated 
above the knee. The left knee joint con- 
tains much pus, the capsule is thickened by 
granulation-tissue. The joints of the foot 
do not show any pathological alterations. 
This case shows the three possible develop- 
ments of the lesions in a_ characteristic 
manner, namely (1) complete restitution, 
(2) ankylosis, and (3) development into a 
white swelling.— Beitrag zur Kenntnis tuber- 
kuléser Gelenkerkrankungen. Ein Fall 
Poncet’scher Krankheit, H. Kubierschky, 
Klin. Wehnschr., April 8, 1928, vii, 686.— 
(M.P.) 


Case of Poncet’s Disease.—Tuberculosis 
of the knee joint in a 16-year-old girl started 
at 5 years of age. Later there occurred an 
iritis, and at 14 years the tuberculosis of 
the joint again flared up, with the coincident 
affection of almost all the other joints. 
Excised pieces of three of the secondarily 
diseased joints, examined histologically, 
revealed chronic inflammatory changes but 
no tuberculosis. Following the administra- 
tion of 1 mgm. of Old Tuberculin there was 
a marked focal reaction in many joints. 


General treatment resulted in marked 
improvement. The nonspecific joint in- 
volvement indicates, according to the 


author, a genuine Poncet’s disease.—Lin 
Fall von schwerem chronischen tuberkulisen 
Gelenkrheumatismus, FE. Ruescher, Ztschr. f. 
Tuberk., 1927, xlviti, 448.—(H. J. C.) 


Tuberculosis and Acute Rheumatism. 
—A _ possible etiological relation between 
tuberculosis and acute rheumatic polyar- 
thritis is definitely claimed by Poncet and 
definitely denied by most clinicians and 
particularly by pathologists. According to 
Poncet, a diagnosis is usually possible only 
retrospectively, after the acute disease has 
developed into a typical chronic tuberculous 
arthritis. Only in rare instances can tubercle 
bacilli be demonstrated in the synovial 
exudates during the acute stage. Both 
these arguments, and the coexistence of other 
tuberculous lesions, are unconvincing proof 
on account of the great frequency of both 
tuberculosis and rheumatism. The observa- 
tion that patients with Poncet’s disease are 
not relieved by salicylates is probably not 
correct if sufficiently large doses are given. 


During recent years attention was centered 
on the occurrence of acute arthritis in tuber- 
culosis patients. Neumann observed such 
lesions simultaneously with pleural exudates, 
and particularly during the period of their 
resorption, while Schmidt found tuberculous 
foci in a very high percentage of rheumatics. 
Among 307 cases of rheumatism observed 
from 1914 to 1927, not a single one had 
tertiary phthisis, but many had secondary 
tuberculous lesions. For infants not infected 
with tuberculosis, rheumatism is exceedingly 
rare. Its frequency increases with the 
frequency of tuberculin allergy. Of 60 
patients with acute arthritis only 12 had an 
almost negative tuberculin test, and they 
were all tested during the acute phase. 
Patients, tested intracutaneously with 2 
mgm. Old Tuberculin after the acute symp- 
toms had disappeared, reacted frequently 
with acute arthritic exacerbations and 
inflammatory reactions in serous cavities. 
On the basis of all the evidence presented, 
the following conclusion is suggested: A 
tonsillitis or some other bacterial infection 
causes rheumatic arthritis only in such 
individuals whose tissuics are hypersensitive. 
This condition is fulfilled during Ranke’s 
secondary stage. It is equally well possible 
that during this period haematogenous 
seedings of few tubercle bacilli may be the 
cause for acute rheumatic manifestations.— 
Der Anteil der Tuberkulose am akiuten 
Gelenksrheumatismus, C.  Reitter, Wien. 
hlin. Wehnschr., April 5, 1928, ali, 473.— 
(M. P.) 


Heliotherapy in Genitourinary Tu- 
berculosis.—Heliotherapy offers consid- 
erable hope in those cases of genitourinary 
tuberculosis which are not amenable to sur- 
gery. The intensity of ultraviolet rays has 
a seasonal variation, the maximum occurring 
in July, and the winter sun being poor in 
useful rays. The nearer to the equator, the 
less is a seasonal fluctuation noted. The 
intensity of the rays is at its maximum 
between 10:00 a.m. and 2:00 p.m., and reflec- 
tion plays an important part in this intensity, 
and adds considerably to the dosage, accord- 
ing to the locality. With so many factors 
varying the dosage, the installation of radi- 
ometers is advisable, making it possible to 
regulate more accurately the daily dosage. 
There is a very definite necessity for individ- 
ualization among these patients, and the 
question of cardiac lesions, arteriosclerosis, 
toxic nephritis, and pulmonary tuberculosis 
should be closely investigated, as well as the 
individual reaction to sunlight. Careful 
study of the effects of actinic rays shows that 
overdosage will cause degeneration of the 
prickle cells, with dilatation of capillaries in 
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that area, stasis, formation of leucocytic 
thrombi, and exudation of leucocytes. A 
small dose will stimulate the tissues exposed, 
but if a safe dose be exceeded, healthy tissue 
may be overstimulated or destroyed. Mod- 
erate dosage increases the bactericidal 
properties of the blood. The absorption and 
radiation of heat by the body varies directly 
with the amount of pigmentation, which 
also prevents the penetration of ultraviolet 
rays above 290 millimicra. Extrapulmo- 
nary tuberculosis occurs more frequently in 
persons who do not pigment, and those with 
marked pigmentation improve much more 
rapidly. ‘The diet must be carefully regu- 
lated in these cases. Diets high in protein 
content, so popular in tuberculosis, produce 
inestimable injury to the kidneys. Food 
should be bulky enough to prevent intestinal 
stasis, rich in calcium and iron salts, and 
sufficiently well balanced to afford plenty of 
nourishment without imposing much of a 
burden on the kidneys. Following this 
outline of individualization, with careful 
supervision of diet and effects of helio- 
therapy, the end-results in 128 patients so 
treated show that 64 are improved, in 18 the 
condition is stationary, 6 are worse, 5 are 
dead, and 35 show clinical cure, the latter 
being in the vesical and genital classification, 
where the best results are always obtained. 
Of 37 cases with bilateral renal tuberculosis, 
22 showed some vesical involvement and all 
except two improvement of the vesical 
symptoms. Heliotherapy, however, may 
do harm if it is not properly administered, 
as is often proved by an increase in urinary 
frequency and production of dysuria follow- 
ing a rapid increase in dosage.— Heliotherapy 
in Genito-Urinary Tuberculosis, W. G. 
Shultz, J. Am. M. Ass., December 3, 1927, 
lxxxix, 1941.—(G. L. L.) 


Renal Tuberculosis.—The mortality of 
nephrectomy for renal tuberculosis was 25.4 
per cent between 1890 and 1900. The use 
of the ureteral catheter and the tests for renal 
function, together with a more accurate 
knowledge of the pathology of renal tuber- 
culosis, have reduced the operative mortality 
to 2or3 percent. One hundred and ninety- 
three cases are reported, in which 48.1 per 
cent had evidence of obsolete tubercle 
elsewhere in the body. In these cases sub- 


mitted to operation there were tuberculous - 


lesions of the epididymis in 23.3 per cent, 
of the prostate in 15.3 per cent, and of the 
seminal vesicles in 7.3 per cent. Active 
pulmonary tuberculosis was found coinci- 
dently with renal tuberculosis in 5.3 per cent. 
There are three possible paths of infection, 
namely, the ascending or urinary by the 
lumen of the ureter, the lymphatic, and the 
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renal 
tuberculosis are: /: Miliary Tuberculosis: 
This is an acute condition in which both 


haematogenous. The varieties of 


kidneys are strewn with tubercles. 2: 
Renal Tuberculosis: This includes almost all 
forms of renal tuberculosis that come under 
the care of a surgeon. 3: Tuberculous 
Nephritis: This is met with in cases of 
pulmonary tuberculosis. The urine may 
contain albumin and casts. The symptoms 
of renal tuberculosis do not at first, and may 
not at any time, directly refer to the kidney. 
Their order of frequency is (1) bladder 
symptoms, (2) changes in the urine, (3) loss 
of weight, (4) haematuria, (5) renal pain, 
and (6) palpable renal swelling and thickened 
ureter. Fever is absent in most cases, but a 
slight persistent rise of temperature to 99° 
or occasionally to 100°. may be observed. 
A tuberculous lesion of the kidney may be 
arrested as the result of one of two processes, 
namely (1) healing of a tuberculous lesion 
with disappearance of tubercle bacilli and 
replacement of the ulcer by scar, and (2) 
exclusion of the tuberculous focus by a ring 
of fibrous tissue. The latter occurs in 10 
per cent of the cases of renal tuberculosis, and 
may be effected in three ways, namely, the 
formation of (1) tuberculous hydronephrosis, 
(2) massive caseous tuberculosis of the 
kidney, and (3) occlusion of an ulcerocavern- 
ous focus. The demonstration of tubercle 
bacilli is the final proof of urinary tubercu- 
losis. In cases in which the tubercle bacillus 
is not demonstrated in the urine the diag- 
nosis may be made by the symptoms, the 
presence of tuberculous lesions elsewhere in 
the body, the demonstration of X-ray 
shadows thrown by caseous masses in the 
kidney, or by the help of cystoscopy. In 
38 of the 193 cases in this series the tubercle 
bacillus was not found in the urine and the 
diagnosis was made by cystoscopy in 30 of 
these. Nephrectomy is indicated in uni- 
lateral cases. Obsolete tubercle in other 
parts of the body is no contraindication to 
nephrectomy and has no adverse effect on the 
after-history of the case. The immediate 
postoperative mortality of nephrectomy in 
bilateral tuberculosis varies from 66 to 80 
per cent, and the benefits gained in the few 
surviving cases have not been permanent. 
Tuberculosis of the kidney cannot be cured 
by heliotherapy, which is a valuable method 
of treatment after operation. In adults 
treated with tuberculin no cures have been 
seen. There was frequently amelioration of 
the symptoms and improvement of the health 
for several years, but the tuberculous disease 
persisted. In all cases of renal tuberculosis a 
course of two years of tuberculin is given 
after nephrectomy. This has a_ beneficial 
effect on the tuberculous infection of the 
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bladder. Wildbolz found that, of 316 patients 
suffering from renal tuberculosis, and not 
operated upon, 31.3 per cent died within the 
first two years of the disease, and 27.2 per 
cent within three to five years. Only 20 
per cent were alive after five years.— 
Tuberculosis of the Kidney, J. T. Walker, 
Brit. M. J., October 8, 1927, no. 3483, 625.— 
(W. W.) 


Renal Tuberculosis.—The object of this 
investigation was to compare the results of 
operation in the treatment of renal tubercu- 
losis with those obtained by other measures, 
among which the most important was the 
use of tuberculin. A series of 158 cases of 
tuberculosis of the bladder was seen over a 
period of twenty years. There was definite 
evidence of renal tuberculosis in 141. ‘There 
were 87 males in this series, and in 29 of them 
there was tubercle in the prostate, epididy- 
mis, or seminal vesicles. At the time of 
examination only 5 per cent showed evidence 
of bilateral lesions. Nephrectomy was done 
in 73 of the 141 patients. The operative 
mortality was 6.8 percent. Fifty-five of the 
68 survivors have been followed up. Eleven 
cases died as a result, probably, of a continu- 
ance of their tuberculous infection. Includ- 
ing four patients who died from other causes, 
eight or more years after operation, a total 
of 35 out of 55 are apparently cured of their 
urinary symptoms, that is, over 63 per cent. 
The reports received of those treated with 
tuberculin are as follows: 41 of the 68 pa- 
tients have been followed, 26 of which are 
dead, that is, 63 per cent; 2 lived 15 years 
after the onset of symptoms; 14 died in from 
2 to 6 years; 3 in from 1 to 2 years; and 7 
within a year after the onset of symptoms. 
These statistics support the contention that, 
with our present knowledge, operation 
remains the most hopeful method of treat- 
ment in renal tuberculosis.—Statistics of 
Post-Operative Survival in Renal Tuberculosis, 
A. Fullerton, Brit. Med. J., October 8, 1927, 
no. 3483, 630—(W. I. W.) 


Renal Tuberculosis.—The researches 
of the last two decades have shown that 
tuberculous bacillaemia is more frequent 
than usually considered, and that it leads to 
miliary tuberculosis only in the minority of 
cases. It is important to demonstrate the 
haematogenous propagation of bacilli. The 
demonstration of bacilli in the blood, how- 
ever, is difficult and unsatisfactory as yet. 
When bacilli are excreted with the urine, they 
can easily be demonstrated by the cultural 
methods of Léwenstein and Sumiyoshi. 
Tubercle bacilli may be found in the absence 
of any other pathological elements in the 
urine. The clinical picture of tuberculous 


bacillacmia frequently resembles that of a 
benign sepsis. In bilateral cases of renal 
tuberculosis which cannot be treated surgi- 
cally the production of multiple specific 
tuberculous abscesses by the injection of 
killed tubercle bacilli is advocated.— Beitrag 
zur Pathologie und Therapie der Nierentuber- 
kulose, FE. Lowenstein, Wien. klin. Wehnschr., 
October 27, 1927, xxliii, 1341.—(M. P.) 


Heliotherapy and Renal Tuberculosis. 
In the treatment of renal tuberculosis 
heliotherapy plays a subsidiary réle; it is to 
be regarded as a form of adjuvant treatment, 
usually of great value. Nephrectomy is the 
method of choice of treatment of unilateral 
renal tuberculosis, but a course of preopera- 
tive and postoperative heliotherapy is bene- 
ficial and should be given in such cases. The 
treatment should be continued as long as 
the patient’s condition is precarious and 
there are no contraindications to helio- 
therapy. Preparatory heliotherapy is in- 
sisted upon even in the presence of active 
pulmonary disease. It insures against the 
aggravation of active pulmonary disease and 
prevents the flaring up of dormant lesions 
which are apt to become active under the 
stress of surgery. Heliotherapy is particu- 
larly recommendable in cases of renal tuber- 
culosis complicated by genital tuberculosis, 
and when the seminal vesicles and prostate 
are extensively diseased. It also offers good 
results in chronic gaping wounds, extensive 
and deep, even when covered with tubercu- 
lous granulations. Such wounds are sepa- 
rated, so that the rays may penetrate the 
depths and healing take place from below 
upward. Heliotherapy is also the treatment 
of choice in bilateral renal tuberculosis, and 
especially when this is complicated by tuber- 
culous cystitis. It is said to have a very 
beneficial analgesic action on an ulcerated 
bladder. If this treatment is to be efficacious 
it must be conducted according to the strict- 
est rules and with a rigorously applied 
technique. There is no therapeutic method 
which demands more tact in its administra- 
tion or a stricter individualization than 
sun-cure. The fundamental guiding princi- 
ple is that the reactions, local and general, 
produced by the sun should never be so 
intense as to become dangerous. ‘The entire 
skin surface should be exposed. One should 
begin with the lower extremities, and the 
different parts of the body should be exposed 
successively, in short sessions, repeated three 
times at an interval of five minutes. Helio- 
therapy thus practised is said to exercise a 
marked decongestive action on the thoracic 
viscera. Heliotherapy also tends to en- 
courage a new interest in life, and to estab- 
lish a feeling of well being; or to bring about a 
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condition described as a psychic renaissance. 
—Tleliotherapy and Renal Tuberculosis, A. 
Rollier, Brit. J. Tuberc, January, 1928, 
xxii, 9—(H. McL. R.) 


Healing of Renal Tuberculosis Rare 
without Nephrectomy.—It is not believed 
that there has been observed a single case 
of spontaneous healing of renal tuberculosis, 
with or without tuberculin treatment, that 
has not been treated surgically. The 
observed healing has been associated with 
a complete tuberculous destruction of the 
organ, associated with “auto-nephrectomy.” 
The remaining cases of healing have been 
only apparent, and comprised, in reality, 
the extrusion of a circumscribed tuberculous 
focus. With complete closure of the ureter 
by tuberculous pyonephrosis, there results a 
complete exclusion of the kidney. The most 
extensive statistics indicate that nephrec- 
tomy, performed early, results in complete 
healing, and recovery, as a rule, within two 
to three years.—Gibt es eine spontane oder 
Nichtoperative Heilung der Nierentuberku- 
lose? H. Kiimmell, Deutsch. Ztschr. f. 
Chir., 1927, citi & civ, 303.—( H. J. C.) 


Tuberculosis of Urethra in Infant.— 
A rare postmortem finding was tuberculous 
involvement of the urethra, together with 
tubercle of the corpus cavernosum and 
caseous tuberculosis of the superficial and 
deep inguinal lymph nodes, in a five-months- 
old child. The infant had typical caseous 
primary pulmonary infection with cavity, as 
well as tracheobronchial lymph-node tuber- 
culosis, and metastases to the larynx and the 
intestine. The kidneys and tributary urin- 
ary tract were intact. The urethral focus, 
therefore, could only be considered as of 
haematogenous origin —Zur Tuberkulose der 
Urethra, II. Kudlich, Ztschr. f. Tuberk., 
1927, xlviti, 115 —(H.J.C.) 


Treatment of Male Genital Tubercu- 
losis.—There are two distinctly different 
viewpoints, one that genital tuberculosis 
originates in the seminal vesicles or prostate, 
the other that the disease begins in the 
epididymis. It is, however, unanimously 
agreed that genital tuberculosis is always 
secondary to a focus elsewhere in the body, 
perhaps healed or quiescent, and antedating 
by many years the lesions of the genital 
tract. With certain exceptions, autopsy 
information is misleading or of little value 
because of the state of advancement of the 
lesions. Observations made by Young and 
co-workers suggest that primary prostatic 
tuberculosis may be more common than 
generally supposed, although less than half 
a dozen proved cases are found in the litera- 


ture. However, it is agreed that in the 
presence of tuberculous epididymitis the 
incidence of prostatitis and vesiculitis is 
high and that prior to puberty the prostate 
and vesicles are rarely affected. As yet no 
one has been able to study the pathology of 
the living to the extent of determining the 
origin of the first invasion. Certain phe- 
nomena are explicable only on the ground 
of haematogenous invasion. Walker, how- 
ever, repeating Plandini’s experiments, 
found certain microdrganisms placed in the 
posterior urethra to be recovered from the 
epididymis in twelve hours, even if the 
vas deferens were tied off, providing the 
ligature did not include the sheath or lymph- 
atics running in the cord, and he also made 
some observations on moribund human pa- 
tients, concluding that dissemination 
occurred through the lymphatics. This 
theory, while ingenious, fails to explain the 
conditions in point. All writers agree on 
the extraordinary frequency and early date 
of involvement of the second epididymis and 
that removal of the first will retard or prevent 
this. It has also been shown that ligation, 
or better, resection, of the vas deferens on 
the opposite and apparently healthy side 
will generally prevent the appearance of 
lesions in that epididymis, this apparently 
favoring Walker’s views. Barney shares the 
view that in most cases the epididymis is the 
first genital organ to be attacked, but 
certain exceptions must be admitted. 
Treatment: Young is the most ardent advo- 
cate of radical surgery but Whiteside, Quinby 
and others have, shared his view. The 
radical operation removes epididymis, testi- 
cles, vasa deferentia, prostate and seminal 
vesicles, with a mortality (Young) of about 
4 per cent. Barney believes this unneces- 
sarily mutilating, with no better immediate 
or remote results than those of conservative 
surgery, which means, generally, epididy- 
mectomy, or epididymovasectomy. The 
important point is to divide the vas deferens 
well beyond the internal inguinal ring over 
the bony pelvis. This prevents fistula. As 
most patients will prove sterile even if only 
one epididymis is involved, one is not 
“spoiling an egg already bad.” These 
patients are, however, able to maintain their 
sexual function even when _ bilaterally 
castrated. The operative mortality over 
twenty years has been about 2 per cent, all 
because of generalized miliary tuberculosis. 
In only 2 of over 300 cases has the prostatic 
lesion progressed after operation, which 
seems enough to prove that the primary 
focus lies in the epididymis. Otherwise, 
one would have to assume that removal of a 
secondary focus will cure or improve a pri- 
mary one, which is surgically and pathologi- 
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cally illogical. Medical treatment includes 
X-ray, heliotherapy, ultraviolet radiation, 
and tuberculin. No one has yet reported 
any considerable number of cases thus 
treated and carefully followed for any 
length of time with favorable results. No 
one will quarrel with its intelligent applica- 
tion before or after conservative surgery, 
but as an exclusive method it is but to be 
condemned. However, every patient should 
receive attention to his general condition 
and all possible hygienic measures.— The 
Present Status of the Treatment of Genital 
Tuberculosis in the Male, J. D. Barney, 
New I‘ngland J. M., April 19, 1928, cxcviti, 
442.—(A. P.) 


Trauma and Genital Tuberculosis. 
Tuberculous orchitis and epididymitis are 
usually secondary genital infections, the 
primary focus lying most frequently in the 
prostate or seminal vesicles. Ability to 
work prior to trauma in the case of genital 
tuberculosis does not indicate that the 
individual was free from the disease, since 
relatively often there are foci in the testes 
and epididymis without any symptomatol- 
ogy. It is much more likely that activation 
of an already present tuberculous focus 
occurs because of trauma. Tuberculosis due 
to trauma cannot develop earlier than three 
to four weeks, and not later than two to three 
months after injury — Hoden- und Neben- 
hodentuberkulose und Unfall, F. Zollinger, 
Ztschr. f. Tuberk., 1927, xlviti, 119.— 
C.) 


Tuberculous Epididymitis.—None of 
46 cases occurred under the age of seventeen, 
and the maximum number occurred during 
the ages of sexual activity. The epididymis 
is attacked first and then other parts of the 
genital tract. In 8 of the patients tubercu- 
lous lesions were found elsewhere in the body. 
The condition is usually allowed to pass the 
early stage before relief is sought. Treat- 
ment must be very conservative, and often 
cold abscesses may rupture and heal spon- 
taneously. If early epididymitis is found 
without serious involvement of other parts, 
removal may be useful, but it may often 
be followed by infection of the other side. 
Treatment must be also directed toward 
improving the general condition of the 
patient.— Tuberculous Epididymitis, R. H. 
O. B. Robinson, Tubercle, October, 1927, ix, 9. 
—(B. H. D.) 


Primary Genital Tuberculosis in Fe- 
male.—Primary genital tuberculosis in the 
female is extremely rare, but it is possible. 
Its primary nature cannot be demonstrated 
with certainty clinically, but only at autopsy. 


The presence of definite changes in the 
regional lymph nodes is an essential finding 
in the determination of the primary focus.— 
Zur Frage der primdren Genitaltuberkulose, 
Heynemann, Arch. f. Gyn., 1927, cxxxii, 


Tuberculosis of Cervix Uteri.—Tuber- 
culosis of the uterine cervix is rare. In a 
23-year-old woman the condition was 
considered to be carcinoma, since the Pirquet 
and intracutaneous tests were negative. 
Histological examination, however, revealed 
giant cells and tubercle bacilli. Healing 
followed removal of the diseased tissue and 
treatment with iodine locally, which was 
persisted in for over two years. Clinically 
there were found no other foci in the body, 
but roentgenologically there was a shadow 
at the left apex which cleared after cough. 
There were calcified hilum nodes on the left 
side and on the right side the diaphragm 
lagged slightly. Accordingly the uterine 
tuberculosis is considered as secondary.— 
Tuberculosis portionis vaginalis uteri, A 
Katz, Centralbl. f. Gyn., 1927, li, 220.— 
(H.J.C.) 


Combined Cancer and Tuberculosis 
of Cervix Uteri.—A case is recorded in 
which there existed tuberculosis with carci- 
nom1of the cervix uteri. Such casesare rare. 
There is a relationship between them, in that 
the tuberculosis is usually the primary irri- 
tating condition upon which the carcinoma 
then develops.—Die Kombination von Krebs 
und Tuberkulose am Uterus, F. Matzdorff, 
Centralbl. f. Gyn., 1927, li, 2338.—(H. J.C.) 


Alleged Primary Tuberculous Salpin- 
gitis——In a case of tuberculosis of the 
fallopian tubes and uterus, with tuberculous 
peritonitis and miliary tuberculosis, the 
primary focus was found in the tube. The 
source of the infection is believed to have 
been fluids containing tubercle bacilli, and 
injected into the uterus, thus reaching the 
tube.—Beitrag zur Keuntnis der Genital- 
tuberkulose des Weibes: Primdre Tubentuber- 
hulose, H. Kalbileisch, Beitr. 2. Klin. d. 
Tuberk., 1927, lxvi, 328 —(H. J.C.) 


Treatment of Genital Tuberculosis in 
Female.—Radical surgical procedures, as 
advocated by Hegar, entail a primary 
mortality of 10 to 15 per cent, and involve the 
danger of peritonitis and faecal fistula, 
particularly when intestinal adhesions must 
be severed. In some cases acute miliary 
tuberculosis developed shortly after the 
operation. For this reason Krinig advo- 
cated X-ray treatment. In about 90 per 
cent of the cases improvement foilows. 
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Although anatomical healing may not be 
frequent, the symptoms disappear and the 
patients become capable of leading a normat 
life. In certain cases radical surgical pro- 
cedures are still advisable, particularly in 
uncomplicated tuberculosis of the tubes. 
Operative mortality of these cases is only 
about 2 per cent and no disagreeable sequellae 
are observed. X-ray dosage should be 
moderate. The entire diseased area should 
be rayed with 10 to 30 per cent of an ery- 
thema unit, and the same treatment may be 
repeated after several weeks. With this 
procedure castration can be avoided. If one 
wishes to obtain regularly satisfactory results, 
the etiological diagnosis must be definite, 
since other pelvic inflammations do not yield 
as well to X-ray therapy. In many cases 
the diagnosis must be ascertained by ex- 
ploratory laparotomy and the histological 
examination of some excised tissue. This 
procedure does not involve any danger for 
the patient, and may be beneficial in cases 
of peritonitis. Curettage of the uterine 
mucosa should be avoided, because the 
material obtained does frequently not permit 
of a definite histological diagnosis, and 
- because propagation of the process is 
frequent following this procedure. The 
best results are obtained by a careful 
combination of operative and roentgenologi- 
cal treatment. The former, however, must 
be limited to isolated and uncomplicated 
foci. In addition to this, general dietetic 
treatment is very important. The therapy 
conducted along these lines will cure or render 
free from symptoms 70 to 80 per cent of all 
cases of genital tuberculosis. The majority 
of the rest will be beneficially influenced.— 
Der gegenwdrtige Stand der Therapie der 
weitblichen Genitaltuberkulose, P. Schumacher, 
Klin. Wehnschr., January 1, 1928, vii, 29.— 
(M. P.) 


Primary Exanthemata in Tuberculo- 
sis.—Uffenheimer described exanthemata 
with febrile reactions as the first manifesta- 
tions of a tuberculous infection in children, 
occurring about two months following the 
infection. They resembled the rash in 
measles or rubeola; or they had a tuberculide- 
like appearance. These phenomena appear 
probably not in every single case; they are 
likely to be found more frequently if care- 
fully watched for. One case is described in 
detail in which a morbilliform rash and 
temperature elevation were observed coin- 
cident with the development of tuberculin 
allergy. In this case typical erythema 
nodosum appeared simultaneously.—Uber 
das Erstexanthem der kindlichen Tuberkulose- 
Infektion, K. Kundratitz, Wien. blin. 
Wehuschr., June 28, 1928, xli, 921.—(M. P.) 


Lupus Vulgaris.—Four per cent of the 
patients treated at the dermatological clinic 
of the Royal Infirmary, Cardiff, suffered from 
lupus vulgaris. They were treated with 
pyrogallo! ointment, acid nitrate of mercury, 
salicylic acid, and creosote plaster, X-rays, 
and ultraviolet rays. The results obtained 
from the ultraviolet rays were disappointing. 
The most encouraging method of treatment is 
the application of alkaline phenol followed 
by a hypertonic dressing. The following 
formula has been worked out: 2.5 cc. of a 
solution of caustic potash (1 part to 2 of 
water) in which is suspended precipitated 
chalk (1 part) and 1.5 cc. of acidium carboli- 
cum liquefactum. A pencil of cotton-wool, 
wrapped round the point of a forceps, is 
dipped in the fluid and the area rubbed. 
As the rubbing is continued the lupus 
nodules start out as purple spots. <A piece 
of unmedicated lint is cut the size of the 
area of disease, and on this is placed a fairly 
thick coating of a paste consisting of equal 
parts of salicylic acid, sodium salicylate and 
cane-sugar, with enough glycerine to make a 
soft paste. This is applied to the area 
treated and the whole covered with a zinc- 
oxide plaster, which overlaps for some 
distance on all sides. The application is 
repeated twice a week, in most cases for four 
weeks. The principle of the treatment 
appears to be that diseased tissues are less 
resistant to caustics than healthy ones, and 
that, therefore, if the proper strength is 
found, healthy tissues will not be seriously 
damaged.— Treatment of Lupus Vulgaris, 
J. Beatty, Brit. Med. J., January 14, 1928, 
no. 3497, 46.—(W. I. W.) 


Actinotherapy in Tuberculosis of 
Skin.—The first active treatment of cutane 
ous tuberculosis in England may be said to 
date back to 1900. The Finsen technique, 
that which is being used at present, appar- 
ently has evolved out of the numerous 
methods used since 1900. In treating, 
lupus one must not depend upon photo- 
therapy alone. In cases of lupus compli- 
cated by dacryocystitis and intranasal lupus 
the coéperation of the ophthaimic specialist 
is essential. In treating lupus, especially of 
the face, it is not only important to cure the 
disease but to secure as smooth and supple 
a scar as possible. The Finsen light therapy 
evidently meets such requirements success 
fully. X-rays have been unsuccessful and 
their use is discouraged. The school medical 
service and the public-health authorities 
have been of great help in making the work 
as successful as it is by finding cases of 
lupus among the school population by the 
former organization, and by the financial aid 
given such patients by the latter organiza- 
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tion. The establishment of general light 
baths in conjunction with the Finsen 
technique and the educating of the patients 
in regard to the need of such baths by the 
lupus school of the London County Council 
have been of value. Types of tuberculosis 
other than cutaneous are mentioned as 
having been treated with different degrees 
of success by the Finsen method; such, for 
example, as tuberculous nephritis, or tuber- 
culous iridocyclitis, or phlyctenules and 
lymphatic tuberculosis. Tuberculosis of 
the lymph nodes, bones, and joints seems to 
do better under lamp treatment if a sinus has 
previously developed. It is claimed that 
early lupus is always curable, and that 
advanced lupus in young people is also 
curable. It has been found wise to recall 
the weaker patients every winter for short 
preventive courses of light-baths even after 
their lupus has apparently been cured.— 
Actinotherapy in Tuberculosis of the Skin, 
W. J. O'Donovan, Brit. J. Tuberc., October, 
1927, xxi, 196 —(H. McL. R.) 


Gerson’s Diet in Tuberculosis of Skin. 
—Oi 13 cases of cutaneous tuberculosis 
treated with the Gerson diet 9 were bene- 
fited. In controls, with similar diet but 
without mineralogen or withdrawal of salt, 
similar results were obtained. The favor- 
able influence upon skin, mucous-membrane 
and bone tuberculosis is the result of the 
frequent meals, rich {n fat, protein and 
vitamines, and poor in carbohydrates.— 
Uber die Beeinflussung der Hauttuberkulose 
durch die Diét nach Gerson, P. Wichmann, 
Beitr. Klin. d. Tuberk., lxvi, 464.— 
(8.5. 


Primary Tuberculous Pachymenin- 
gitis.—Tuberculous cervical pachymenin- 
gitis occurred in a patient not suffering from 
Pott’s disease. The diagnosis and localiza- 
tion of the lesion were made by clinical 
examination and the injection of lipiodol. 
At autopsy the vertebrae were free from 
disease, and anteriorly the dura was covered 
with caseating lesions containing tubercle 
bacilli. The lesions extended from the 
second cervical to the third dorsal vertebra. 
Microscopically there was marked degenera- 
tion of the anterior-horn cells without 
periependymal lesions. The syringomyelic 
syndrome was due to medullary compression. 
—Pachy-méningite cervicale tuberculeuse prim- 
itive, Greiner and Duvic, Meeting, Soc. Méd. 
Hé»., January 20, 1928, reported in Prog. 
Méd., January 28, 1928, no. 4, 159.— 
(U. E. Z.) 


Experimental Tuberculous Meningi- 
tis.—Single intravenous and intraperitoneal 


inoculations of adult rabbits with bovine 
tubercle bacilli failed to produce cerebral or 
meningeal lesions. In two instances multi- 
ple massive intravenous inoculations sufficed 
to produce small cortical lesions, but no 
generalized meningitis. The meninges of 
rabbits are not involved in generalized tuber- 
culosis produced under the above experi- 
mental conditions. There is no evidence 
that the brain, meninges or cerebro-spinal 
fluid exert any bactericidal effect on tubercle 
bacilli. A massive dose of timothy bacilli 
was inoculated into a rabbit. Postmortem 
examination revealed the germs in large 
numbers in the spleen, liver, kidneys and 
lungs, while none could be detected in the 
brain, cerebral or choroidal vessels. It 
would appear probable that the cerebro- 
spinal fluid is effectively shut off from 
infection by tubercle bacilli circulating in 
the blood-stream.—Experimental Tubercu- 
lous Meningitis in Rabbits, J. R. Simpson 
and S. R. Gloyne, Tubercle, April, 1928, ix, 
305.—(W. I. W.) 


Sanatorium Treatment of Tubercu- 
losis.—The concept of the apical beginning 
of pulmonary tuberculosis, and the super- 
refined speciality of the diagnosis of incipient 
apical tuberculosis, resulted in the admission 
to the German sanatoria (//eilanstalten) 
of as many as 80 per cent of patients with an 
allegedly incipient, and certainly often 
imaginary apical focus. Both statistical 
studies (Braeuning, Lydtin) and clinical 
observations, have demonstrated that only 
about 7 per cent of the so called apical lesions 
developed into progressive processes. Such 
patients may, at times, need a rest of six 
weeks, but they do not belong in the sana- 
toria. Only patients with infraclavicular 
(incipient) foci or with acute recurrences 
should be admitted. ‘These patients should 
never be sent to a stimulating climate (high 
altitude). The sanatoria must be prepared 
to use active therapy, chiefly pneumothorax, 
but, if possible, all other procedures of col- 
lapse therapy as well. The specifically Ger- 
man conditions and possibilities for reorgan- 
ization are discussed in detail. Germany 
has more beds for tuberculous children than 
tuberculous children. A large number of 
children, ‘threatened with tuberculosis’ 
(tuberkulosegefihrdet) occupy the beds. This 
term should only be applied to children who 
have been exposed to infection; it is neces- 
sary to differentiate sharply between tuber- 
culous children and children in need of 
improvement of their general health.— 
Die Anstaltsbehandlung Tuberkuléser, IH. 
Ulrici, Klin. Wehnschr., May 27, 1928, vii, 
1045.—(M. P.) 
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City Sanatorium.—The benefits which 
may be derived from climatic influences are 
not solely dependent on the climate per se. 
Only if the climatic factors are properly 
used and correctly combined with other 
factors, such as diet, for example, can they 
act as therapeutic agents. Climate is a 
relative term, in which change plays an 
important réle. The influence of change 
is particularly important in stimulating the 
appetite of tuberculosis patients. In the 
city of Vienna, on the roof of the children’s 
clinic, there is a sanatorium for 100 tubercu- 
lous children. The children sleep in the 
open air the year round. ‘The appetite, 
stimulated by the sun, changing weather, 
and air-currents, is properly guided by 
quantitative nourishment. ‘The children are 
classed according to their diet. The amount 
of food is carefully measured according to 
the sitting height. The management of the 
day is regulated including school instruction. 
—Kine Heilstitte immitten der Grosstadt, 
C. Pirquet, Wien. Klin. Wehuschr., March 
22, 1928, xli, 403.—(M. P.) 


Terraced Sanatoria.—The so called 
G. K. terrace buildings are buildings in 
stories, planned and constructed so that they 
are on a level with and in connection with the 
stories which have access to large open air 
spaces. The plan is in the form of a cross 
with four wings. The advantages of such 
buildings may be summarized as follows: 
Open air and sunshine on each story; the 
easy transportation of patients without the 
aid of steps or elevators. The rooms are 
on the same level as the open-air porches. 
Central heating is possible, the buildings are 
economical, and the water supply and sewage 
disposal are simplified. Only one main 
kitchen is necessary, and the serving of 
food is made less difficult because of the 
converging of the wings of the building at a 
central point. Plans of four types of build- 
ings are submitted.— Terrace Sanatoria for 
Tuberculous Cases, C. O. Gjerlou-Knudsen, 
Brit. J. Tuberc., January, 1928, xxii, 19.— 
(H. McL. R.) 


Late Results of Sanatorium Treat- 
ment.—The fate of open cases of tubercu- 
losis in a sanatorium between the years 
1902 and 1923 is reviewed. In the spring of 
1927 there were still alive 41 per cent of those 
of 1902-1905, 30 per cent of those 1905-1908, 
31 per cent of 1908-1910, 43 per cent of 
1910-1912, 45 per cent of 1912-1914, 25 per 
cent of 1914-1918, 37 per cent of 1918-1921, 
and 40 per cent of 1921-1923. It isconcluded 
that the fate of the open case of tuberculosis 
is variable within 5 years after discharge 
from the sanatorium. If the patient is still 


alive then a longer life expectancy can be 
hoped for. The unfavorable influence of 
the war years is attributed to the predomi- 
nance of severe advanced cases entering the 
sanatorium at that time. Of those remain- 
ing alive 83 per cent were able to work. 
The value of sanatorium treatment for open 
tuberculosis is demonstrated by these 
results.—Uber das Schicksal Offentuberku- 
loser in 25 Jahren, K. Krause, Beitr. 2. 
Klin.d. Tuberk., 1927, lxvii, 386.—( H.J.C.) 


Treatment of Syphilis in Sanatoria.— 
Wassermann and flocculation tests for syphi- 
lis are recommended for every patient enter- 
ing tuberculosis sanatoria. The usual anti- 
luetic methods can be used in cirrhotic forms 
of pulmonary tuberculosis. Potassium io- 
dide can occasion an initial increase of 
sputum and even haemorrhage. The sov- 
ereign therapy is arsenobenzol. Larger 
doses should be used at first, since fibrous 
cases of pulmonary tuberculosis react more 
markedly to small doses than they do to 
larger doses. The combined use of salvarsan 
and bismuth caused no detrimental effect 
upon the pulmonary process. In progres- 
sive, exudative tuberculosis antisyphilitic 
treatment is permissible only when there are 
active syphilitic symptoms. Among 22 
cases of exudative tuberculosis with syphilis 
there were only 15 that were suitable for 
treatment and in these cases myosalvarsan 
is recommended. In these cases no focal 
reaction ever occurred and the usual action 
resembled that of neosalvarsan. Clinically 
and radiologically definite cases of pulmonary 
syphiis did not retrogress under energetic 
treatment, but the general well-being and 
the blood-sedimentation rate was improved. 
—Uber Syphilisbehandlung in Lungenheil- 
stdtten, Loben, Beitr. 2. Klin. d. Tuberk., 
1927, Ixvii, 400.—( H. J.C.) 


General Hospitals and Tuberculosis.— 
With the exception of lupus it is not advis- 
able to distribute the tuberculosis cases 
among the various divisions of the clinic, 
such as the eye, ear, etc., but that they 
should be taken care of by the larger tuber- 
culosis section, where suitable provision 
could be made. In these tuberculosis 
sections there should be subsections for the 
purpose of segregating the cases on the basis 
of sex and infectiousness. For this reason 
it is not advisable to have small hospitals 
admit tuberculosis cases. ‘The tuberculosis 
hospital should also be within convenient 
reach of the specialist.—Uber die Bedeutung 
der Krankenhduser fiir die Bekimpfung der 
Tuberkulose, C. Coerper, Beitr. z. Klin. d 
Tuberk., 1927, lxvii, 404.—(H. J.C.) 
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Village Settlements.—Statistics show 
that from 27 to 64 per cent of tuberculosis 
patients die within five years after leaving a 
sanatorium. For 75 percent of the patients 
in sanatoria, complete cure is out of the 
question, and in 50 per cent of these cases 
arrest is far from permanent. The village 
settlement is the ideal scheme for the after- 
care of the tuberculous worker, because it 
has a hospital for advanced cases, a sanato- 
rium, and suitable hotels and houses, work- 
shops and recreation halls, which together 
form a complete unit. The opportunity 
for medical research must not be lost sight 
of, and this aspect, combined with the means 
for investigation into industrial and social 
conditions, makes the whole scheme an 
entirely new departure. Results: 1: Over 
a period of eleven years there was complete 
absence of clinical tuberculosis in 133 
children whose parents had definite clinical 
disease and in most instances expectorated 
tubercle bacilli from time to time. 2: A 
village community was maintained by the 
work of the industries. 3: A total of 
£72,000 was paid in wages to the settlers 
since 1918. 4: There was an aggregate of 
sales of goods produced by the settlers 
amounting to £117,543 during that time. 
5: The disease was arrested to such an 
extent as to justify an expectation of life 
three times as long as that usually given in 
sanatorium statistics. 6: Chronic infec- 
tious cases were removed from the homes 
and workshops of the general community.— 
Village Settlements for the Consumptive, P. C. 
Varrier-Jones, Brit. Med. J., December 
31, 1927, no. 3495, 1927.—(W. I. W.) 


German Climates.—There is no specifica- 
tion of climate on tuberculosis. The climate 
of high altitudes is of an irritating or stimu- 
lating nature, and, as a result, can increase 
the tendency toward cure in certain cases 
more than can other climates, but it can, 
however, also be harmful. The indications 
for high altitudes are therefore limited. 
All German climates can act favorably and 
lead to satisfactory results—Die deutsche 
Heilstatte Davos-Wolfgang und die deutschen 
Tleilstatten, O. Pischinger, Beitr. 2. Klin. d. 
Tuberk., 1927, lxvi, 366.—( H. J.C.) 


Marine Climate of Belgium.—Three 
elements appear to take first rank among the 
factors playing a part in thalassotherapy: 
1; Radioactivity of the sea, applied empir- 
ically, and about which little is known. 
2: Power of the sand to transform into 
radiations of short wave-length solar radia- 
tions of longer length which are received in 
abundance. 3: Degree of ionization and 
electric charge of the atmosphere, which 


varies greatly. Thus, the air, the sun, the 
immense moving body of water, all possess 
properties of importance. J. Aerotherapy: 
The first characteristic of sea-air is its 
bacteriological purity. This is contributed 
to by its perpetual movement, the neigh- 
borhood of a vast extent of water, its rich- 
ness in ultraviolet rays, the bactericidal 
power of the ozone contained in appreciable 
amounts, the rarity of dusty industries, and 
lessened density of population. At 100 km. 
from the coast the air and water are abso- 
lutely aseptic, while at 30 niiles it is necessary 
to filter 30 litres of air to find a single germ. 
The Belgian littoral benefits by its location 
and the direction of the prevailing winds. 
The countryside, moreover, is exclusively 
agricultural. To the purity of the air, in 
part, is attributed the rarity of colds, coryza, 
tracheitis and pharyngitis, in spite of the 
climatic rawness, which often gives rise to 
benign catarrh and sore throat in new 
arrivals, who are not acclimatized and bring 
germs with them. A _ second important 
characteristic is physicochemical. Oxidation 
occurs more rapidly than in the interior and 
the therapeutic effects of ozone are noticeable, 
as V. and A. Marin have shown. ‘The 
elevated barometric pressure favors haema- 
tosis as follows /: The absolute content of 
oxygen brought to the alveoli is increased. 
2: Osmotic conditions favor the oxygenation 
of the blood. Anaemia is favorably influ- 
enced, the red cells and haemoglobin increase, 
as well as the oxygen consumption and the 
respiratory quotient. The specific weight of 
the body increases, the “dead weight” of 
water and fat decreases. ‘Tonic effects are 
noticeable within a few weeks. The sodium 
chloride in the atmosphere is not negligible, 
and its effects are due, not to absorption, but 
to local effects on the skin and mucus 
membranes. The feeble chloride content of 
the air is augmented by wind and moisture. 
The salt in the marine atmosphere is actually 
present in almost imperceptible droplets of 
water or spray carried by the wind, hence is 
most abundant on rough windy days. 
Winds: A chart of the frequency of various 
winds shows a high proportion of north- 
northeast-east, but the predominant winds 
are west-southwest. From high winds there 
are two kinds of protection, (1) the natural 
shelter of prominent sand-dunes, and (2) the 
facing of the terraces of establishments for 
invalids toward the south. Southeast and 
northwest winds are uncommon. Moderate 
winds aid tanning, they moderate the 
temperature, and they have an aseptic 
effect. Intolerance, however, may be ob- 
served, especially in young children, as 
manifested by poor sleep, irritability, 
ennervation, anorexia, and possibly wasting. 
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Humidity: It is found that the prevailing 
notions of the high water-vapor content of 
air on the seacoast are erroneous. ‘The 
humidity is actually less on the coast than 
at a few kilometres inland, probably because 
the sun is more intense and there is less 
stagnation on the coast. Winds from the 
sea, however, increase the humidity, al- 
though the sand dunes and coastal vegetation 
act as obstacles. For this reason air-baths 
should be taken as near the sea as possible, 
in order to benefit by its stimulant properties. 
The particles of salt spray which evaporate 
on the skin are particularly stimulating. 
The presence of fogs is for this reason not 
always to be avoided. Aerotherapy is as 
important as heliotherapy if patients are 
properly protected. Woolen clothing is 
recommended at the seashore. Rooms and 
dormitories can be left open day and night 
if the exposure is good and the heating 
watched. The temperature on the Belgian 
coast is remarkably regular. The influence 
of the Gulf Stream on sea temperature is less 
marked on the North Coast of France and 
Belgium than further West, but the winters 
on the coast are much milder than inland, 
just as the summersare cooler. IJ, Hydro- 
therapy and Balneotherapy: The necessity of 
prolonged decubitis, the fever, the wearing 
of plaster or occlusive dressings, the long 
suppurations, all contribute to favor erup- 
tions, ulcerations, macerations and _ local 
oedema, to which may be added secondary 
infections. Tepid or cold baths are used 
according to the patient’s susceptibility. 
Sea water is contraindicated only when 
excoriations make its application painful or 
the skin appearsirritated. A slight erythema 
need not be feared. For relatively robust 
children sea douches are valuable, and when 
climate and season permit, short sea baths. 
An hour after the sea bath a fresh-water 
bath may be taken to limit the effect of the 
salt on the skin and cleanse it before putting 
on the clothing. Among contraindications, 
outside of age and state of the lesions, come 
fever, concomitant renal, cardiac or pul- 
monary affections, and acute or subacute 
dermatoses. Debility and nervousness are 
not contraindications. Patients with sur- 
gical tuberculosis and having fistulae or 
ulcerations may be treated, providing these 
are protected. JII. Sand Baths: The sand 
dunes have great protective value, whether 
from too intense sun, or violent wind, or to 
enhance the effect of the light and heat. 
Contact with the warm sand is agreeable, 
and transforms a certain portion of inactive 
into active radiations. JV. Heliotherapy 
and Actinotherapy: Heliotherapy is indis- 
putably the best treatment for external 
tuberculosis. In Belgium it is on the sea- 


coast that the proportion of sunny days 
is highest and that actinic diffusion is 
greatest. In winter lamps may be used. 
Francois considers that arc-lamps give better 
results than mercury-vapor in external 
tuberculosis. Longer exposures are toler- 
ated on the Belgian coast and the North of 
France than further South. Also, the dom- 
inant winds mitigate the effects of the heat. 
In summer the results are certainly quite as 
good as in any other climate. Actino- 
therapy with lamps cannot entirely replace 
heliotherapy, especially in a marine climate. 
Actinometers register surprisingly high 
figures on the seacoast. Exposure of the 
completely naked body, when circumstances 
permit, and the adoption of a simple short 
costume, are recommended; also proper 
architectural conditions of the buildings. 
In summer one often sees general and local 
improvement go hand in hand with pigmen- 
tation, and diminish with depigmentation. 
On the other hand, a series of observations 
made on intensely pigmented patients, who 
did not pale during the winter, showed a 
stationary or aggravated condition after a 
yearofcure. To explain this by the energy- 
storage theory it must be assumed that 
patients who fail to depigment cannot 
utilize this energy. There is much question 
whether it is more advantageous to obtain 
maximum pigmentation or to try to find an 
optimum dose which will keep just below the 
limit of pigmentation. Adjuvants of marine 
climate: I. Remineralizers and Adrenalin: 
Evolutive episodes in the course of tuberculo- 
sis are stated to be accompanied or preceded 
by a general demineralization, which affects 
even the blood-serum. Alimentation fur- 
nishes sufficient calcium and phosphorus, 
but assimilation is defective. Sergent has 
recommended the administration of adrena- 
lin, and he and Binet reported that its use 
in young rats arrests rickets. It may be 
combined with heliotherapy and calcium 
administration. IJ. Alterative Medicaments: 
Among these is mentioned arsenic, which is 
especially valuable in reducing stubborn 
lymphatic enlargements. J/I. Nutritional 
Regimen: The alimentation of the surgical 
tuberculous needs reénforcement, both on 
account of the disease and the stimulant 
effect of marine climate on appetite and 
metabolism. In winter, if tolerated, cod- 
liver oil is given. IV. Tuberculin: This 
treatment is usually reserved for the winter 
months when the stimulation of the sun is 
much less. It hastens resolution of adenitis, 
elimination of sequestra, and healing of 
ulcers and fistulae. It furnishes the “crack 
of the whip” which arouses the physiological 
processes of torpid patients. Sun baths 
must be omitted during a course of tuber- 
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culin.— Les éléments actifs du climat marin 
belge dans les tuberculoses chirurgicales, 
J. André, Rev. Belge d. 1. Tuberc., March- 
May, 1926, xvii, nos. 2 and 3, 132.—(A. P.) 


Climate of Schatzalps.—Marked cti- 
matic differences can exist between places 
in adjacent localities, and the local situation 
plays a tremendous réle. The climate of 
the Schatzalp is compared with that of 
Davos. It has warmer winters and cooler 
summers, more uniform temperatures in the 
daytime and throughout the year, but may 
show more frequent variations from day to 
day. The humidity of the air in winter is 
fairly uniform, and somewhat less so in 
summer, while the sun-rays are longer and 
more intense. Cloud and fog conditions are 
somewhat less favorable, with heavier and 
more frequent precipitation.— Das Klima der 
Schatzalp. Bearbeitet nach 16 jdéhrigem 
liickenlos zusammengelragenen Material, C. 
Dorno, Beitr. z. Klin. d. Tuberk., 1927, 
Ixvi, 724.—(H. J. C.) 


Laryngeal Tuberculosis Benefted by 
High Altitudes.—It is not true that 
laryngeal tuberculosis is not favorably 
influenced at mountain altitudes. Sponta- 
neous healing was observed in a large series 
of cases. Local surgical treatment also 
results beneficially under the influence of 
high-altitude climates.—J/st Kehlkopftuber- 
kulose eine Kontraindikation fiir Hochge- 
birgskuren? Luzatto-Fegiz, Beitr. 2. Klin. d. 
Tuberk., 1927, lxvi, 773. —(H. J. C.) 


Postural Rest in Pulmonary Tubercu- 
losis.—Intensive postural rest in pulmonary 
tuberculosis is a method of treatment that 
reserves to rank with artificial pneumo- 
thorax and thoracoplasty in value and 
effectiveness, and is applicable in a wider 
range of cases, with less frequent and less 
dangerous complications. If the patient lies 
on the affected side, within a short time the 
respiratory excursions of the chest-wall are 
greatly diminished. Sometimes there is a 
sagging of the neart and mediastinum due to 
gravity. Often after several months of this 
postural rest there is marked shrinkage of 
the diseased lung caused by fibrosis, with 
considerable decrease in the size of cavities. 
A pillow, especially built for the purpose in 
the shape of a small mattress with side walls, 
is used, the thickness being 3 inches, width 
10 inches, and length 20inches. The patient 
begins with one hour of postural rest the 
first day, increasing a half-hour daily to a 
maximum of 16 to 20 hours. At first there 
may be a slight increase in cough and expec- 
toration, an increase of temperature, or even 
slight spitting of blood, but these symptoms 
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soon subside. The muscles of the thoracic 
wall, not accustomed to working against a 
pressure equal to half the body-weight, soon 
become so fatigued that all motion except 
that of the diaphragm ceases. Sagging of the 
heart and mediastinum, due to gravity, 
reduces the normal tension in the pulmonary 
tissues, this change in tension being a stiim- 
ulus to fibrosis. ‘Thenormalintrapulmonary 
tension is usually enough to offset the low 
contractile force of the fibrous cavity wall, 
and any reduction in this tension will 
effectively aid in the obliteration of cavities. 
Extension of the disease, when it occurs, is 
usually brought about by aspiration, which 
in turn is caused by two factors. One is the 
increase in the normal negative intrathoracic 
pressure during inspiration, a force that is 
greatest where the motility of the chest wall 
is greatest, and the other factor is gravity. 
Postural rest greatly diminishes the aspira- 
tory force, and obviates the effect of gravity. 
It does not encourage the formation of 
pleuritic adhesions to hinder pneumothorax 
therapy if this should prove necessary later. 
As a preparation for thoracoplasty it brings 
about a stiffening of the lung and fixation of 
the mediastinum. There is a_ definite 
psychic value in this measure also, the 
patient becoming an active partner in 
combating his disease. Postural rest cannot 
be used in patients who are greatly debili- 
tated, or in acute, recent, massive infiltra- 
tions, in cases of marked cardiac displace- 
ment and myocardial degeneration, or 
following haemorrhage. In left-sided lesions 
postural rest should not be resumed for an 
hour after meals. No success was met with 
in a few patients with lower-lobe cavities, 
but a striking amount of healing was ob- 
served in fully one-fourth of the total of 
patients treated, with considerable improve- 
ment in another fourth. When good results 
are obtained it is within the first three to six 
months.—Intensive Postural Rest in the 
Treatment of Pulmonary Tuberculosis, W. A 

Gekler and B. J. Weigel, J. Am. M. Ass, 
February 25, 1928, xc, 590.—(G. L. 1.) 


Postural Treatment of Pulmonary 
Tuberculosis.—Since abscesses heal most 
rapidly when their secretions are readily 
discharged the postural] treatment of pulmon- 
ary tuberculosis is recommended. The 
inverse type of tuberculosis occurred when 
the patient was given narcotics at night. 
Improvement was noted in cases when 
postural treatment, in the form recommended 
by Quincke, was utilized. Each case must 
be individualized and tested from the stand- 
point of the most appropriate posture for 
drainage, and in this the measurement of the 
amount of sputum proved serviceable. 
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Postural treatment is also a valuable adjunct 
to collapse therapy.—Die Lagerungsbehand- 
lung der Lungenphthise, G. Liebermeister, 
Beitr. z. Klin. d. Tuberk., 1927, lxv, 567.— 
(8.7.03 


Treatment of Pulmonary Tubercu- 
losis by Lung Gymnastics.—The author 
advises the method of Thausing, who aims 
to utilize the increased pressure induced by 
closing the larynx, and has thus seen im- 
provement in pulmonary tuberculosis and 
asthma. There is a rapid diminution of 
cough and temperature. Metabolism is 
stirmulated and the entire well-being of the 
patient improved. Further, Erni’s method 
of tapping the chest, to promote expectora- 
tion in pulmonary diseases, is advocated. 
By means of a grooved instrument the chest 
is pounded, especially in the dependent 
parts. Results have proved excellent.— 
Ober Ubungstherapie bei Lungentuberkulose, 
F. Wolff, Ztschr. f. Tuberk., 1927, xlviti, 375. 
—(H. J.C.) 


Manual Treatment of Tuberculosis.— 
Goad results are reported from the “manual 
treatment” in pulmonary _ tuberculosis. 
Among 200 cases treated during 1919 to 
1921, all of those in the first and second stages 
were cured and returned to work. Among 
those in the third stage 32 per cent were so 
improved that they could undertake light 
work. Even in the presence of laryngeal, 
intestinal and lymphatic tuberculosis good 
results attained. The methods consisted 
in petrissage, a modified form of kneading 
massage, and manual vibration. Petrissage 
of the back, especially along the course of 
the intercostal nerves, promoted an increased 
circulation to the lung. Manual vibrations 
hastened the lymph and blood through the 
finest vessels, thus overcoming the lymph- 
stasis which favors the growth of the bacilli. 
Gymnastic exercises are essential toward 
obtaining a permanent result. The advo- 
cated method causes a better elimination of 
the mucus. The more severely the patient 
is diseased and the higher the temperature, 
the more efficiently and better do vibrations 
work, especially in acute pleuritis and pul- 
monary tuberculosis. After the temperature 
has remained below 38°C. for several days 
and the bodily strength permits, the patient 
is allowed to take walks which accelerate 
the circulation and cause a quicker elimina- 
tion of the toxins. The greater consumption 
of oxygen causes an increased destruction of 
the toxin, which accounts for the fact that 
there is no increase in pyrexia following the 
walks. Individualization is emphasized in 
order to avoid harm.— Die manuelle Behand- 


lung der Tuberkulose, F. Sylvan, Ztschr. f 
Tuberk., 1927, xlvii, 385.—(H. J.C.) 


Treatment of Tuberculosis with 
Induced Malaria.—In very malarious 
regions tuberculosis is frequent, but it com- 
monly runs a chronic course. Acutely pro- 
gressing cases of tuberculosis are so favorably 
influenced by intercurrent malaria, that 
improvement occurs. These observations 
led the author to treat 6 cases of tuberculosis 
with malaria with good results. In one 
case the sputum became free from bacilli. 
The tertian organism was used, and an 
average of five malarial paroxysms were 
permitted before quinine therapy was begun. 
—Kann Tuberkulose durch Malariabehand- 
lung beeinflusst werden? O. Weselko, Ztschr. 
f. Tuberk., 1927, xlviii, 33.—( H.J.C.) 


Therapeutic Abortion.—Thirty-one 
cases are reported in which roentgen therapy 
was administered in order to produce 
abortion. They were all cases suffering 
from various chronic ailments. Seven had 
pulmonary tuberculosis. The interval of 
time between treatment and expulsion was 
between fourteen and forty-two days.— 
Report of Thirty-One Cases of Therapeutic 
Abortion Induced by Roentgen Ray Therapy, © 
S. Stern, Am. J. Roentgenol. & Rad. Ther., 
February, 1928, xix, 133.—(W. I. W.) 


Treatment of Pulmonary Tubercu- 
losis with Bouillon Filtrate.—Dethier for 
twenty-five years has used Denys tuberculin, 
bouillon-filtrate. This is the least modified 
of any of the tuberculins. Recent solution 
should be used, kept in a cold dark place 
not longer than six weeks. Denys early 
understood that it was necessary to begin 
with very small doses and accustom the 
patient gradually. B. F. comes marked, in 
order of strength, no. IIT, II, I, 0, 01/10, 
01/100, etc., each succeeding number being 
diluted ten times the preceding. Dethier 
usually begins with 01/100,000. The sub- 
cutaneous method of injection is to be 
preferred, favorite sites being the anterior 
thorax, abdomen, arms and legs. Before 
commencing it is necessary to determine 
the customary temperatures of the patient, 
which should be taken for a week previously 
at 8, 12, 16, and 20 o’clock, by mouth, for 
five minutes under the tongue, before eating. 
It must be recalled that men’s temperatures 
are usually more stable than women’s. 
Reactions: The local] reaction, consisting of 
superficial swelling, redness and pain, and 
involving the subcutaneous tissues, is 
frequent early inthe treatment. There may 
be some accompanying elevation of tempera- 
ture. A true local reaction, due to toxin sen- 
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sitiveness, must be distinguished between 
that due to local trauma, usually more 
transitory. Occasionally salt solution alone 
will elicit a sort of local reaction. If such 
reaction is of short duration, little attention 
need be paid to it; if of longer duration, the 
dose should be repeated after its subsidence. 
General reactions are more common and 
more serious, and may come on abruptly. 
Elevations of 0.2° to 0.3°C. must be consid- 
ered. These reactions ordinarily occur a few 
hours after the injection, and vary in degree 
and duration. Those lasting only a few hours 
are not grave, but those lasting several days 
are serious. The elevation of temperature 
is followed by nervous and digestive symp- 
toms, signallized by increase of cough and 
expectoration, and evidence of focal conges- 
tion is determined stethoscopically. Its 
duration is usually several days and it is 
always accompanied by pronounced elevation 
of temperature. Classification of Patients: 
1: Patients with slight lesion, almost no 
fever, no constitutional impairment. With 
these Dethier begins with 01/100. 2: 
Patients with slight lesion but with elevation 
of temperature from 37.8°C. to 38.5°C, 
These are treated first by rest in bed. When 
their temperature remains at 37.5°C. treat- 
ment is begun with 01/10,000, absolute rest 
being continued meanwhile for several weeks 
longer. 3: Patients with more or less ex- 
tensive lesions, but without constitutional 
impairment, evening temperature not over 
37.5°C. Fresh air and rest are recom- 
mended, and tuberculin is begun at 01/10,000. 
4: Patients with quite extensive lesions, 
without marked constitutional impairment 
but with evening temperature from 37.8° to 
38.5°C. If rest in bed does not lower the 
temperature, tuberculin is useless. 5: Pa- 
tients in advanced stages, highly febrile, 
with secondary infection and cachexia. 
Tuberculin is contraindicated. 6: Patients 
who, without extensive lesions, present 
grave symptoms at the onset,—acute 
phthisis. Tuberculin is contraindicated. 
Method: As a rule the injections are given 
twice weekly, and the progression of dosage 
depends upon the presence or absence of 
reaction and its severity. In the absence 
of reactions 3 injections suffice to pass from 
the 01/100,000 to the 01/10,000 dilution; 
those from 01/1000 to 0 may be covered in 5, 
and numbers I, II and III are passed by 
10 per cent increases. If there is a slight 
positive reaction the dose is repeated after 
its subsidence; if more marked or of longer 
duration one should go back several tenths 
or even to the preceding dilution. Patients 
with dry pleurisy or slight effusions respond 
very well after the acute phase has passed. 
As a general rule, patients with small foci 
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and no fever respond best. Results: Over 
300 cases of pulmonary tuberculosis have 
been so treated. Cures are more frequent 
in the leisure class than in the working class. 
It is preferable to send the latter to sanatoria 
as soon as possible, where they can be placed 
under suitable surroundings and _ receive 
instruction. Dethier has on record 40 pa- 
tients with definite pulmonary tuberculosis 
and fever, 34 of whom were sputum-positive, 
who are all completely cured. Most of them 
have resumed their customary occupations. 
The rest-cure was imposed only for febrile 
exacerbations, and there was no other 
treatment. Certain of these cures have 
lasted fifteen years. One woman, treated 
twenty years ago, married and gave birth to 
two children. A slight exacerbation oc- 
curred after the second accouchement, for 
which she received another course of tuber- 
culin with good results. At present Dethier 
regards this as the method of choice for 
many who cannot or will not enter sanatoria. 
—Considérations sur le traitement de la 
tuberculose pulmonaire par la tuberculine, 
Dethier, Rev. Belge d. 1. Tuberc., March- 
May, 1926, xvii, 100.—(A. P.) 


Ambulatory Tuberculin Treatment.— 
The mechanism of tuberculin reactions 
explains the necessity of individualized 
treatment. The effect of intracutaneously 
injected tuberculin is roughly one-tenth of 
the effect of an equal dose given subcutane- 
ously; intravenous injection increases the 
effect again ten times over the latter mode of 
administration. The interval between in- 
jection and maximal reaction varies in most 
cases between eight and thirty-six hours; 
it is independent of the amount given in the 
same individual; it increases in general with 
the benignity of the process. The smallest 
dose which is sufficient to elicit an intra- 
cutaneous reaction will usually not produce 
a systemic reaction. All tuberculins have 
essentially the same action. The indication 
for tuberculin therapy should rest on an 
accurate qualitative diagnosis. It is par- 
ticularly important to differentiate a genuine 
destructive phthisis from a benign type of 
tuberculosis. ‘The demonstration of tubercle 
bacilli in the sputum, or their absence, 
makes this differentiation sufliciently accu- 
rate for practical purposes. ‘Treatment 
should begin with the minimal reactive 
dose, determined by intracutaneous test. 
The dose should be increased in geometrical 
and not in arithmetical progression. Severe 
systemic reactions must be avoided. Tuber- 
culin treatment is the therapy of choice in 
all forms of benign tuberculosis. In per- 
cutaneous medication the dosage is inaccu- 
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rate, and the range of effectiveness is limited. 
—Praxis der ambulanten Tuberkulintherapie, 
A. V. Frisch and K. P. Fiselsberg, Klin. 
Wehnschr., May 27, 1928, vii, 1041.— 
(M. P.) 


Treatment of Tuberculosis by Living 
Tubercle Bacilli—tIn any consideration of 
the immunizing effe@t of infection with the 
tubercle bacillus upon immunity to tuber- 
culosis, dosage, degree of virulence and 
mode of application are all of basic impor- 
tance. Ixperience has taught (the author) 
that neither intravenous nor intracutaneous 
inoculation is a very favorable mode of 
conferring immunity. More recently work 
has been done with a vaccine made of living 
tubercle bacilli of “graded” virulence which 
are suspended in physiological saline solution. 
In 63 cases of tuberculosis of the skin, 
mucous membranes, lymph nodes and lungs, 
such suspensions of living tubercle bacilli 
were inoculated subepidermally. Doses 
ranged between 100,000 and 200,000 tubercle 
bacilli in volume of 0.1 and 0.2 cc. They 
were given at 8-day intervals until a total 
of 24 inoculations had been administered. 
At 24 hours after the average dose there was 
diffuse reddening and slight infiltration at 
the site which by the end of a week had 
disappeared in some cases; some cases had 
developed a high degree of inflammation, 
others infiltration with softening, and still 
others infiltration with necrosis. In some 
of these the peripheral inflammation, meas- 
uring 0.5 to 2 cm. in diameter, lasted several 
months and then began to recede, leaving 
eventually either a white scar with a de- 
pressed centre or a bean-sized area of 
infiltration which tended to remain station- 
ary and resembled the small areas of infiltra- 
tion in abortive lupus. There was an 
exceptional case which went on to abscess- 
formation. One patient developed an 
exudative phthisis during the course of the 
treatment, but this was thought to have been 
brought about by spread from tuberculosis 
of the mucous membranes of the mouth. 
Three cases developed a relatively progres- 
sive “inoculation tuberculosis,” and in these 
the areas of infection were excised and 
subsequently healed. The results were 
more or less favorable, but they require a 
relatively long period for development. In 
no instance was the disease cured. In 18 
cases it was evident that local treatment gave 
better results in vaccinated than similar 
treatment in unvaccinated cases. Softening 
and necrosis at sites of earlier inoculation 
became absorbed after later inoculations. 
It seems possible, therefore, by inoculating 
living tubercle bacilli of “graded” virulence 
to bring about changes ‘‘in a certain sense.” 


Whether it be possible to use this inoculation 
prophylactically or asa means of obliterating 
existing disease remains problematical as 
yet. The prospects of obtaining a deep- 
seated resistance may be enhanced by greater 
doses and thus greater local foci. But larger 
doses give unpleasant react#ons and their 
administration is inadvisable. Finally, it 
cannot be concluded that another mode of 
inoculation may not yield better results. 
This is now under investigation.—Frgebnisse 
der intrakutanen Impfung mit lebenen Tuber- 
helbazillen abgestufter Virulenz, P. Wichmann, 
Deutsche med. Wchnschr., 1927, liii, 2195.— 
(H.S.W.) 


Treatment of Tuberculosis with 
Vaccine AO.—The vaccine AO is a saponin 
emulsion of tubercle bacilli. A total of 
10,000 personal cases and 4,000 cases treated 
by others is cited. The advantages of this 
vaccine over tuberculin are that no harmful 
effects were observed, and that a genuine 
active specific immunity was attained. The 
preparation was especially valuable in early 
lymph-node tuberculosis and _ exudative 
types of cases. Chronic cirrhotic forms 
required larger does.— Uber ein neues spezt- 
fisches Tuberkulose-schutz- und heilmittel, AO. 
Die Wirkung des AO auf Menschen, V. R. 
Arima, K. Aoyama, and J. Ohnawa, Ztschr. 
f. Tuberc., 1927, xlvii, 97.—(H. J. C.) 


Experiments with Tasch.— Tasch, a 
Swiss antituberculosis preparation consisting 
of tuberculin and antibodies, was used in 
tuberculous animals and it was found that 
the substance showed definite specificity in 
its action on tubercle bacilli.— L’action 
spécifique d’un médicament antituberculeux, 
Sartory, Sartory and Meyer, Meeting, Acad. 
de Méd., January 31, 1928, reported in Prog. 
Méd., February 11, 1928, no. 6, 243.— 
(0. 


Friedmann’s Vaccine.—Results with 
the use of the Friedmann vaccine are reported 
on 40 cases, 39 of pulmonary tuberculosis of 
the first to third stages and one of skin 
tuberculosis. The subjective symptoms re- 
mained unchanged as well as temperature, 
sputum and tendency toward haemoptysis. 
Physical and roentgenological findings also 
revealed no changes.—Frfahrungen mit dem 
Friedmannschen Muttel, Marie v. Babarczy 
and R. Kopf, Beitr. z. Klin. d. Tuberk, 
1927, lxvi, 555.—( H. J.C.) 


Friedmann’s Vaccine.—The author 
disputes the favorable statistical results 
described by Szalai (Ztschr. f. Tuberk., 1926, 
alv, 378) as obtained ina district in Budapest, 
and attributes the results to improvement in 
living, nutritional and working conditions, 
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for which he presents data.— Die Wirkung 
der Massenimpfung nach Friedmann auf die 
Tuberkulosesterbestatistik, J. Parassin, Ztschr. 
f. Tuberk., 1927, xlix, 197.—(H. J.C.) 


Treatment of Pulmonary Tuberculo- 
sis with Lipatren.—Lipatren A was used 
in amounts of 0.1 to 0.2 cc. initially, and 
increased to 2 to 3cc., in 23 cases of pulmo- 
nary tuberculosis of various types. Tem- 
perature reactions occurred only in small 
nodular haematogenous upper-lobe types of 
tuberculosis, and these cases especially 
showed improvement. An increase of the 
red-cell sedimentation rate was viewed as a 
contraindication to further treatment. Of 
11 patients that have returned to work, and 
were further treated as ambulant cases at 
weekly intervals, there were 6 that improved 
steadily, one that remained stationary in 
weight, and 4 that lost weight. In 2 unfav- 
orable cases lipatren B was used without 
results.—Zur Therapie der Lungentuberku- 
lose m’t Lipatren (A und B), A. Rad, Ztschr. 
f. Tuberk., 1927, xlvii, 297.—( H. J. C.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—Thoracic surgery in pul- 
monary tuberculosis came into being about 
1885, or almost contemporaneously with 
artificial pneumothorax. It was first under 
the auspices of the Germans and Swiss 
(Quincke, Spengler, Turban) that it de- 
veloped; then in France (Tuffier and 
deCérenville). For over fifteen years it had 
a struggling existence, discredited by poor 
results and high mortality. About 1896 
Quincke insisted on the importance of break- 
ing the “superior ring” of the thorax. The 
first extensive and effective resections to 
reduce chest-volume were those of Brauer 
and Friedrich. Considerably later Sauer- 
bruch introduced the valuable technique of 
paravertebral rib resection, following the 
ineffective conservatism of Wilms. The 
history of phrenectomy goes back to the 
conception of Stuertz in 1911, beginning 
with simple phrenicotomy, and ended with 
the complete extirpation according to one 
of two methods, that of Goetze or that of 
Felix. Comparative Study of Plastic Methods: 
The principle first aimed at involves the 
volumetric reduction of the diseased paren- 
chyma. But the therapeutic results are not 
always proportional to this. Important 
factors are: /: Rest of the Diseased Organ: 
The importance of this is best exemplified in 
the treatment of osseoarticular tuberculosis. 
It facilitates healing and minimizes bacillary 
dissemination. Collapse therapy, however, 
cannot pretend to immobilize the lung as 
completely as a joint. 2: Functional Ix- 
clusion of the Diseased Organ: In patients 


with advanced pulmonary tuberculosis the 
arterial blood is too poor in oxygen (Dautre- 
bande). Inthe case ofa unilateral lesion the 
creation of a pneumothorax short-circuits 
the diseased lung, and thus raises the oxygen 
saturation of the haemoglobin in the blood- 
stream, as a larger proportion of the flow is 
through the sound lung. 3: Obliteration of 
Suppurating Cavities: This is more or less 
perfect according to the conditions of 
collapse. 4: Modification of Blood and 
Lymph Circulation: According to Sauer- 
bruch there occurs a hyperaemia following 
collapse which is of benefit or healing. Most 
authors, however, find a slowed pulmonary 
circulation and relative anaemia, a view that 
is supported by diminution of haemoptysis 
and congestive attacks. The lymph circu- 
lation is slowed and lymphatic dissemination 
reduced. 5: Sclerogenic Action: This re- 
sults from the foregoing changes but occurs 
only slowly and gradually. In some lesions 
this tendency is lacking altogether, in others 
it has already occurred to a large extent. 
Clinical Results: The immediate results of 
these methods of therapy consist ina sudden 
brilliant checking of the symptoms of general 
intoxication, fall in temperature, renewal of 
vitality and disappearance of fatigue. They 
are most marked with artificial pneumo- 
thorax. Selective pneumothorax is only 
exceptionally possible. Phrenectomy real- 
izes a partial selective basal collapse, and 
partial thoracectomy is selective in purpose. 
I. Artificial Pneumothorax. ‘This method, 
while originally intended for unilateral dis- 
ease, cannot be so narrowly restricted. 
Slight cicatrized lesions of the other lung are 
no contraindication. When there is doubt, 
a pneumothorax may be created and later 
abandoned if necessary. Bilateral pneumo- 
thorax is only exceptionally to be advised. 
Pneumothorax should be tried in acute cases, 
but failures are frequent, as even small 
contralateral foci readily disseminate. 
Chronic ulcerative fibrocaseous lesions 
furnish the most favorable cases. Very 
torpid fibrous cases are more open to ques- 
tion. Contraindications are extensive in- 
volvement of other organs, extensive 
sclerosis and emphysema, and serious cardiac 
disorders. Operative accidents are rare. 
I-xudates occur in 50 to 75 per cent of cases, 
usually serous, but slowly becoming purulent 
if they persist. They seldom interfere 
except to make refills more difficult and 
favor adhesions. Sometimes, however, tu- 
berculous empyema is a grave complication. 
Septic pleurisies are always serious, as is 
bronchopleural fistula. The results of nu- 
merous observers show about 50 per cent of 
the patients markedly benefited. Rist 
showed that of 759 patients receiving pneu- 


70 THE AMERICAN REVIEW OF TUBERCULOSIS 


mothorax treatment 52 per cent were able 
to work compared with 8.5 per cent of 94 
patients in whom adhesions prevented 
treatment. Of 74 who refused treatment 
18 per cent were unchanged as to condition, 
29 per cent aggravated, and 53 per cent dead. 
Contralateral lesions were the commonest 
cause of death by far, only 10 per cent 
succumbing to causes directly related to the 
pneumothorax, such as emboli, pulmonary 
perforation, empyema. Inexperience with 
the method has caused a certain number of 
fatalities. J/. Phrenectomy: The object of 
this intervention is to bring about, first 
paralysis, later atrophy, of the cupola of the 
diaphragm, thus breaking the muscular 
resistance opposed to volumetric reduction 
of the lung and hindering its movement. 
The postoperative elevation of the dia- 
phragmatic cupola is variable, but usually 
between 4 and 13 cm. Accidents are few, 
haemorrhage and accidental pneumothorax 
being the chief ones. The diaphragm 
becomes immobilized and the opposite one 
shows exaggerated movement. lesions 
are most adapted to this procedure, espe- 
cially if there isa retractile tendency. Basal 
ulcerofibrous lesions, irreducible by pneu- 
mothorax, are especially suitable. It may 
also be used to supplement pneumothorax in 
unilateral generalized lesions, or to supple- 
ment a pneumothorax or superior thoraco- 
plasty in the case of certain apical lesions. 
IIT. Thoracoplasty: The effectiveness of this 
operation generally depends on the existence 
of a spontaneous retractile tendency, with 
more or less sclerosis. Tuberculosis w‘th a 
strong fibrous reaction responds best to 
surgical treatment. A satisfactory general 
condition is a necessary prerequisite; also 
unilaterality of the lesions, except in the 
case of small cicatrized foci. Clinical experi- 
ence is a precious guide. It is a question 
whether all caseous febrile cases should be 
rejected, as to await a fibrous reaction may 
run the risk of extension of a unilateral 
lesion and impairment of the general state. 
Old abandoned pneumothorax cases are often 
very suitable. Some German authors give 
thoracoplasty preference over pneumothorax, 
but most French workers prefer the latter 
when possible. Certain basal lesions are 
well adapted to partial thoracoplasty 
combined with phrenectomy. A judicious 
selection of the collapse measures available 
should be made. When phrenectomy is to 
be combined with thoracoplasty Olbrechts 
prefers to leave it until last, because it seems 
to interfere with cough and this is more 
dangerous than a hypothetical basal dissem- 
ination. Theoreticaliy, a high costectomy, 
followed by phrenectomy, followed by a low 
costectomy seems best, but the last step 


must not be too long delayed. IV. Treat- 
ment of Pleural Complications of Pneumo- 
thorax: Most of those encountered are 
benign and need no treatment, especially 
serous pleurisies, and most sterile or tuber- 
culous empyemata. If toxic symptoms 
appear, lavage after evacuation, or substitu- 
tion with gomenolated oil or parafiine may 
be used. Failure of these measures necessi- 
tates surgery, that is, thoracoplasty, with 
or without thoracotomy. Bronchopleural 
fistulae of any size demand prompt surgical 
treatment.— La Chirurgie de la Tuberculose 
Pulmonaire. I. Le Point de Vue Médical, 
E. Olbrechts and P. Toussaint, Rev. Belge d. 
l. Tuberc., July-August, 1927, xviii, 171.— 
(A. P.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—Except for lobectomy, all 
the methods of intervention actually prac- 
tised have in view collapse therapy by 
operative means. The German and Scandi- 
navian literature is most prolific, followed 
later by English and American publications, 
and still more recently by extensive French 
expressions, which latter have received their 
chief impulse from the Lyons school, under 
Bérard. This field is one in which med- 
icosurgical collaboration is of great impor- 
tance. The internist must play the principal 
part in selecting the cases and must continue 
the after-treatment. Histor‘cal: DeCér- 
enville, in 1885, made some attempts to 
drain tuberculous cavities, with some 
favorable results. Lobectomy was_per- 
formed somewhat later by Tuffier, Mack wen, 
and Sauerbruch. Forlanini’s method, de- 
vised in 1882, introduced into France in 
1891, paved the way for collapse procedures. 
Small costal resections were used by 
deCérenville, Quincke, Spengler and ‘Turban. 
Apicolysis was also tried. In 1911 Stuertz 
proposed phrenicotomy to achieve hemidia- 
phragmatic paralysis and Sauerbruch in 1913 
published 5 cases. About 1912 Jacobaeus 
conceived of thorascopy. Extensive costal 
resection was employed by  Brauer- 
Friedreich, taking in the second to tenth ribs 
in a U-shape incision, half parasternal, half 
paravertebral. Brauer’s later modification 
involved only the posterior half, Davies’s 
the anterior. Boiffin and Gourdet estab- 
lished the necessity of including the para- 
vertebral portion of the ribs to obtain a 
sufficient reduction of the thoracic cavity. 
Brauer’s operation diminishes this capacity, 
according to Sauerbruch, by 600 to 900 cc., 
Sauerbruch’s by 300 to 500 cc., Wilms’s 
columnar resection by 160 to 180cc. Other 
procedures have been suggested or attempted 
but are not in use. The following only are 
employed in practice: (1) intrapleural pneu- 
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molysis, (2) extrapleural pneumolysis, (3) 
phrenicotomy and phrenicectomy, (4) thora- 
copiasty. Combined interventions are find- 
ing increasing favor. J. Intrapleural Pneu- 
molysis: This intervention has as its object 
to destroy intrapleural, visceroparietal adhe- 
sions. This may be done (1) with a teno- 
tome, under radioscopic control, a dangerous 
method, (2) after thoracotomy, with the 
finger, the bistoury, or thermocautery, (3) 
by means of Jacobaeus’s thoracoscope, 
introduced intercostally, under local anaes- 
thesia, the severing being done by the 
thermocautery or galvanocautery introduced 
through a separate trocar. Open thoracot- 
omy runs little risk of haemorrhage, as each 
adhesion is ligated before being severed, 
but it does expose the pleural cavity to 
infection. The endoscopic method is widely 
used in the Scandinavian countries, Jaco- 
baeus reporting 55 successes out of 75 cases, 
Gravesen 22 out of 35. Jacobaeus had a 6 
per cent mortality and tuberculous empyema 
occurred in 6 of his 75 and 6 of Jessen’s 35 
cases, as too in 5 of 10 cases of Unverricht. 
Seven cases of fatal haemorrhage occurred 
out of a total of 200. Alexander limits the 
indications of the method to cases of not 
over 2 or 3 adhesions, at least 3 cm. long and 
not over 0.75 cm. in diameter. JJ. Extra- 
pleural Pneumolysis: Practically, this means 
apicolysis, which theoretically should be 
often indicated but practically is limited in 
scope. It is most often accompanied by 
resection of the upper ribs and the use of 
grafts. Most operators use the anterior or 
axillary route. In this procedure Bull 
resects 6 to 8 cm. of the second and third 
ribs. Tuffier does no costal resection. The 
delicate part is the stripping of the pleura, 
because of the toughness of adhesions, 
especially in the paravertebral region, and 
risk of mediastinal infection. If a cavity is 
opened, one must pack immediately. The 
most commonly used inert graft is a mixture 
of parafline melting at 56°C. with 0.5 per 
cent bismuth and 0.5 per cent iodoform. 
Living grafts employed are fat (Tuffier), 
pectoral muscle (Archibald) and mammary 
tissue (Davies). Sauerbruch limits its indi- 
cations to quite inactive -apical disease, 
preferring thoracoplasty for active processes. 
Many authors combine it with thoracoplasty 
(Sauerbruch after six months if apical cavi- 
ties persist). The results are difficult to 
estimate. JIT. Phrenicotomy and Phrenicec- 
tomy: Complete section of a phrenic results 
in a paralysis of the hemidiaphragm on that 
side. The paralyzed dome rises quite 
rapidily in the days following the interven- 
tion, then more slowly due to muscular 
atrophy. The elevation may reach from 
2.5 to 11 cm. and is greater on the right. 


The spirometric reduction is about 30 per 
cent, and the lung volume is reduced to 
one-third or less. Fluoroscopically, para- 
doxical movements (Kienbock’s phenome- 
non) are visible. The clinical results are not 
always parallel with the ascent of the 
diaphragm. The phrenic nerve, a branch 
of the fourth cervical, emerges from the 4th 
pair of the plexus between the transverse 
aponeuroses of the 3rd and 4th cervical, on 
the external border of the upper part of the 
scalenus anticus muscle, which it crosses 
obliquely. In three-eights of the cases, it 
originates only from the 4th pair, in three- 
eights from the 4th and either 3rd or 5th, in 
two-eights from all three. It may have an 
accessory origin from the brachial plexus. 
The fibres from the’Sth pair may join it only 
far down in the thorax (accessory phrenic). 
The following anastomoses are important: 
1: Supplementary root from the spinal com- 
ponent of the hypoglossal. 2: Supplemen- 
tary root from the main cervical sympa- 
thetic. 3: Supplementary root from the 
inferior cervical ganglion. 4: Subclavicular 
anastomoses with spinal and vagus. For 
either Goetze’s or Felix’s technique local an- 
aesthesia is employed, with the subject either 
sitting or lying with a cushion under the 
shoulders, to throw back the neck. Most 
authors agree that removal of a 10-cm. 
segment suffices to get the paraphrenic, but 
Davies has removed up to 46 cm. of the 
nerve. Jacobovici accompanies the opera- 
tion by resection of 4 to 5 cm. of the first rib. 
Serious accidents are rare. The results are 
somewhat debatable. Sauerbruch believes 
the procedure can do no more than hasten a 
spontaneous cure, and Alexander regards it as 
merely supplementary to other methods. 
Others claim more. It seems that, despite 
its limited indications, phrenic exairesis 
deserves more attention in phthisiology. 
Bérard has recently stated that its isolated 
employment occasionally yields unexpected 
results and that as an adjuvant it should be 
more often resorted to. Thearle, out of 62 
cases, in 35 of which it was the only surgical 
procedure, has reported 50 per cent ameliora- 
tions, 10 per cent very striking. The best 
results are in association with artificial 
pneumothorax. If surgical collapse is in- 
dicated, Alexander favors this order: /: 
Phrenicectomy. 2: Highthoracoplasty. 3: 
absolutely necessary, low thoracoplasty. 
IV. Extrapleural Thoracoplasty: Sauer- 
bruch’s technique, most generally favored, 
is derived from Boiffin and Gourdet, who 
established the prime importance of para- 
vertebral costal resection. It is preferable 
if the operation can take place at the 
sanatorium. General anaesthesia is possible 
only with sputum not exceeding 80 cc. per 
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day. It avoids painful shock and speeds up 
the operation, but favors dissemination by 
aspiration. Local anaesthesia has many 
partisans and may be definitely indicated. 
Bérard recommends anacaine because its 
action is prolonged 36 to 48 hours. Archi- 
bald, Gravesen and Davies favor mixed 
anaesthesia, using a light general narcosis 
as the upper ribs are resected. Most opera- 
tors prefer to proceed from below up. 
Brauer leaves the first rib and performs an 
apicolysis. An average of 125 cm. of rib in 
all is removed. Eloesser, Hedblom and 
others inject the intercostal nerves with 
alcohol. ‘The time of the operation averages 
35 to 40 minutes. Very close postoperative 
surveillance for the first twenty-four hours 
isdemanded. Pain may be severe, dyspnoea 
intense, and the subject pale or cyanotic, 
with high pulse and temperature and 
considerable heart displacement. [Expec- 
toration, absent the first day, increases for 
the first month or more, the lung emptying 
itself like a sponge (Saugman). As soon as 
the patient gets up a supporting corset is 
furnished him. Technical Indications, etc.: 
These questions must be considered: /: The 
number of stages to be employed. 2: The 
order of sequence of the resections. 3: The 
amplitude of resection. 4: The association 
with other measures. Operation in two or 
more stages carries a distinctly lower 
mortality than in the single stage. The 
latter procedure is only adapted to patients 
in good general condition, with fixed medi- 
astinum. Lilienthal resects the upper ribs 
first, because (1) the lesions are generally 
located in this region; (2) if a local anaes- 
thetic is used there is little risk of aspiration 
infection; (3) the thoracic compression is less 
brutal, and physiological disturbance less; 
(4) if a preliminary phrenicotomy is done, 
improvement after the first stage may render 
the second unnecessary; (5) a principle of 
surgical technique is to attack first the most 
difficult part of the operation. The extent 
of the resections must depend upon the 
pathological state of the lesions; if there is 
extensive destruction, limited resections 
accomplish little but in certain chronic 
fibroid cases they suffice. ‘The association 
with other collapse procedures is becoming 
more and more frequent, especially prelim- 
inary phrenicotomy. Cortical cavities are 
much more readily obliterated by thoraco- 
plasty than more deeply seated ones, which 
may require supplementary resections from 
the anterior or axillary approach (Welles, 
Wilms). Results of Thoracoplasty: These 
may be roughly summarized, taking material 
from diverse sources, as 35 per cent cured, 
30 per cent improved, 35 per cent dead, 
worse, or stationary. Alexander gives (of 


1024 cases) 2 per cent immediate mortality, 
12 per cent mortality within first month, 
19 per cent within first year, generally due 
to tuberculosis of the other lung. The 
figures as to cure and improvement parallel 
very closely those for artificial pneumo- 
thorax, a remarkable showing if one consid- 
ers the advanced state of the lesions in most 
of these.—La Chirurgie de la Tuberculose 
Pulmonaire. II. Le Point de Vue Chirurgi- 
cal, Cambresier and J. Moreau, Rev. Belged. 1. 
Tuberc., July-August, 1927, xviii, 158.— 
(A.P.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—The French Swiss surgeon 
deCérenville published the first observation 
on thoracoplasty, on a patient with a tuber- 
culous basal cavity. He resected a single rib 
over the lesion and the patient died two weeks 
later. Actually, the Germans and Swiss 
(Quincke, Spengler, Brauer and Friedrich, 
Wilms and Sauerbruch) were the advance 
pioneers of modern methods. The last 
named utilized Boiflin’s large paravertebral 
thoracoplasty. Phrenicotomy, or phrenic- 
ectomy, is today utilized alone or in connec- 
tion with pneumothorax and thoracoplasty. 
Stuertz, who devised it in 1911, reserved it 
for cavernous tuberculosis of the base, but 
its use was soon extended to cases suitable 
for neither pneumothorax nor thoracoplasty: 
advanced lesions of either upper or lower 
lobes, apical tuberculosis, predominantly 
but not altogether unilateral lesions, fistu- 
lized empyemata. Anatomists soon demon- 
strated the functional importance of 
phrenic-nerve anastomoses and the accessory 
phrenic. To deal with these, two principal 
techniques have been worked out: (1) that 
of Goetze, who dissects and cuts all the 
connecting filaments, and (2) that of Felix, 
who sections the nerve in front of the scalenus 
and extirpates its lower end, breaking the 
connecting filaments. The surgery of pul- 
monary tuberculosis is now being rapidly 
popularized, although in France it is still 
uncommonly used except in the Lyonnaise 
region and by a few Parisian surgeons. 
Pneumolysis must also be mentioned as an 
additional but rarely used procedure. 
General Considerations of Collapse Therapy: 
The objects sought are: /: Immobilization 
of the organ. 2: Its functional exclusion. 
3: Reduction or quasisuppression of its 
blood- and lymph-circulation. ‘The slight 
density of pulmonic tissue and its extraordi- 
nary vascularization render it especially 
vulnerable and propitious to lymphatic 
migration or toxic resorption. Even in total 
collapse gas exchange is not modified and 
there is no functional difficulty provided 
the other lung is intact. It is obvious that 
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artificial pneumothorax, when possible, is to 
be preferred to the other methods, as more 
inoffensive and less irremediable. Dimin- 
ished circulation results from diminished 
respiratory movements and has, as a conse- 
quence, diminished toxic resorption which is 
translated in very rapid functional ameliora- 
tion. Thisisonlya beginning. Progressive 
sclerosis develops slowly in the immobilized 
organ. The word ‘collapse’ is to be pre- 
ferred to ‘‘compression.’”? Pneumothorax 
removes the obstacle of the pleural space 
while thoracoplasty removes that of the 
rigid chest waH opposing retraction. The 
bases for operative indications are furnished 
by a good anatomical pathological diagnosis 
and an accurately estimated prognosis. A 
priori, thoracoplasty may be said to require 
good resistance and potentiality for fibrosis, 
that is, it will be particularly applicable to 
fibrotic forms or those with fibrosing tend- 
ency, whereas pneumothorax will be re- 
served for caseating and destructive forms, 
where its immediate effectiveness will be 
proportional to their activity, and in these 
it will be employed as early as possible. 
In other words, pneumothorax is for the 
“hot,” thoracoplasty for the “cold” forms 
of the disease. In pneumothorax, the 
question of unilaterality is more and more 
losing its importance, especially since the 
introduction of bilateral pneumothorax 
The balance has probably swung too far, and 
Forlanini’s method is likely to lose in effec- 
tiveness what it gains in extent. There are 
some fortunate bilateral pneumothoraces, 
but few remain so very long and there are 
many risks. Such a procedure had best 
be considered a rare exception. In regard to 
thoracoplasty, the obligation of unilaterality 
is more strict. The functional value of the 
better lung must be carefully evaluated, 
since the procedure is irremediable once 
done. Also, it is a surgical act formidable 
per se and boldness should always be tem- 
pered by prudence. ‘The attitude of some, 
that pneumothorax and thoracoplasty are on 
a par, cannot be accepted, and outside of 
very special indications the former should 
always be first tried. There is also a 
tendency among surgeons to underrate the 
risks and disadvantages of phrenicectomy. 
This notion of risks should always be present, 
and the patient or his relatives properly 
informed of them, as well as of the seriousness 
of the condition necessitating them. Pre- 
liminary examinations, including the radio- 
logical. should be carefully carried out. 
Several serial roentgenographs are of great 
value. The extent of the lesions and the 
importance of the cavities determines the 
extent of the resection, while the clinical 
examination yields information as to the 


general condition, the resistance, and the 
condition of other organs. The heart and 
blood vessels must be especially considered. 
Murmurs and cyanosis are ominous signs. 
Thoracoplasty is best carried out at a 
sanatorium. Indications of Special Surgical 
Procedures: It has already been stated why 
pneumothorax is the first choice when 
realizable. However, in strictly basal lesions 
a partial thoracoplasty may be preferred. 
One may prefer such a partial thoracoplasty 
to a partial pneumothorax but a total thora- 
coplasty should never be preferred to a total 
pneumothorax. Progressive activity is an 
obstacle to a successful thoracoplasty, 
especially if acute or subacute. A good 
general resistance is indispensable for suc- 
cessful operation, most of the fatalities being 
due to subsequent reactivation or dissemina- 
tion of lesions. The existence of pleural 
adhesions, verified by the failure to induce a 
pneumothorax, is a surgical advantage, 
especially if they are thick. A spontaneous 
tendency to fibrous pleuropulmonary organ- 
ization, manifested by shrinkage of the 
diseased lung and hemithorax, is a favorable 
omen long recognized. ‘Thoracoplasty is 
the treatment of choice of old ulcerofibrous 
lesions, unilateral, adherent, and not very 
active, with preservation of good general 
condition. Marked displacement, by attrac- 
tion of mediastinum, heart, and trachea, is 
an indication. Thoracoplasty, by remedy- 
ing the mechanical difficulty, may put an 
end to the resulting cardiac embarrassment. 
Fibrocaseous forms, not too grave, subfebrile 
or not, after failure of pneumothorax, should 
have thoracoplasty tried. A_ preliminary 
phrenicectomy may be advisable in such. 
Repeated haemoptyses, when pneumothorax 
is inapplicable, are often an_ indication. 
Contraindications: Surgical intervention, on 
general principles, is contraindicated in 
febrile caseous forms that are active; also in 
the presence of grave intestinal or renal 
tuberculosis, diabetes, poorly compensated, 
cardiopathies, severe laryngitis. The hypo- 
tensive and tachycardiac, also those subject 
to dyspnoea and cyanosis, are unfavorable 
subjects. Age is not so important fer se. 
Children over ten years furnish some of the 
most striking successes because of their 
skeletal flexibility. The same is true of 
women, the form of their thorax permitting 
a more marked vertical contraction. Preg- 
nancy is not a contraindication. Left-sided 
thoracoplasty is generally better tolerated 
than right. Indications of constitutional 
weakness or disorder, including obesity, im- 
pose limitations. Sufficiently prolonged ob- 
servation does not mean undue temporizing. 
Too protracted indecision often has gloomy 
consequences. A patient who refuses an 
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operation when it might be useful will often 
request it when it istoo late. Thoracoplasty 
in Conjunction with Pneumothorax: A forced 
and premature abandonment of pneumo- 
thorax is too often the signal for an awaken- 
ing of active evolution of the disease. It is 
then that thoracoplasty, opportunely in- 
stituted, may renew the effects of the pneu- 
mothorax and lead to permanent recovery. 
One has the advantage of knowing he will find 
an adherent pleura and a pleuropulmonary 
process undergoing active fibrosis. In 
other cases, thoracoplasty will be combined 
with a residual pneumothorax or a partially 
effectiveone. Insuchcasesapartialresection 
over the region of adhesions is the procedure 
of choice. The best collapse of the apex is 
obtained by resection of the upper seven ribs. 
In the case of upper or middle-lobe lesions a 
high thoracectomy may be associated with a 
phrenicectomy, limiting the resection to the 
eight upper ribs, the ascent of the diaphragm 
giving the effect of a complete thoracoplasty. 
The existence of a purulent exudate is no 
obstacle, but it ought first to be aspirated. 
There is, of course, the risk of its reformation 
in a contracted pleural cavity, sometimes 
very annoying. Successive partial resections, 
however, may gradually bring about its 
obliteration. When such exudates persist- 
ently recur, puncture and aspiration com- 
bined with injection of gomenolated oil are 
recommended, or else thoracotomy, leading 
to progressive obliteration by granulation. 
Thoracoplasty in Tuberculous Pleurisies and 
Fistulizations: Particularly interesting is the 
treatment of serious pneumothorax exudates 
and tuberculous empyemata with mixed in- 
fection. The first measure to be employed 
is pleural lavage with an iodized solution, 
but if this is not effective operation must be 
performed. The smaller the suppurating 
cavity the greater the chance of success. 
The resection should be as extensive as can 
safely be tolerated, bearing in mind the 
patient’s general resistance. In principle, a 
one-stage operation is more regular and 
effective in its results, but several stages may 
be necessary, in which case the lower ribs 
are first resected unless the lower lobe is 
already collapsed. The operation must be 
done under the best possible conditions of 
resistance. Both internal and _ external 
fistulas are suitable for treatment by this 
method. Localized Interventions: Certain 
inactive or sharply localized lesions, fibro- 
caseous or with cavity, are suitable for more 
economical and less traumatizing measures 
than a large thoracoplasty. When such 
lesions are basal, phrenicectomy can be of 
great service. Cavities of the anterior 
aspect, subjacent to the chest-wall, may be 
suitable for mobilization or resection of a 


costal flap. Apical lesions may be collapsed 
by extrapleural pneumolysis with packing or 
filling. Unfortunately the tissues tend to 
eject foreign substances, while grafts readily 
become infected. Artificial Diaphragmatic 
Paralysis: Phrenicectomy is not comparable 
in its effects to either pneumothorax or 
thoracoplasty, but occasionally accomplishes 
surprising results, especially in basal lesions, 
and more rarely, in apical cavities. A good 
result is usually immediately evident. A. 
Indications for Phrenicectomy Alone. 1: 
Lower-lobe or juxtadiaphragmatic lesions, 
such as bronchiectases and cavities. 2: 
Severe active caseous or fibrocaseous tuber- 
culosis, after failure of pneumothorax, 
thoracoplasty being inapplicable. Sympto- 
matic amelioration is the chief end sought. 
3: As a functional test of the other lung 
(Sauerbruch). Unhappily, such a test may 
be harmful and cause latent lesions to be- 
comeactive. 4. For recurrent haemoptysis, 
especially of basal origin. 5: For cardiac 
disability dependent on dense fibrosis and 
adhesions. B. Indications of Phrenicectomy 
as an Auxiliary: 1: Asan adjuvant to partial 
pneumothorax or thoracoplasty when there 
is not sufficient collapse or immobilization 
of the base. A total pneumothorax is not 
improved by a phrenicectomy, whereas 
the latter compromises the possible event- 
uality of a pneumothorax on the opposite 
side. 2: To facilitate the abandonment of a 
pneumothorax by limiting reéxpansion or 
suppressing painful tractions. Operative 
Technique and Incidents of Thoracoplasty 
and Phrenicectomy: Bérard and Dumarest 
began their work in 1913. During the War 
it was interrupted but resumed in 1921. 
The average per year has been 15 to 20 opera- 
tions, and there have been 80 phrenicecto- 
mies. The first thoracectomies were partial 
only, but from 1922 to 1924 they were 
total and done in one stage, the preference 
being given to regional anaesthesia. The 
1924 mortality was high, 33 per cent of 12 
patients, due undoubtedly to the more 
serious cases accepted and the increased 
gravity of the total one-stage operation. In 
1925 the mortality was reduced to 5 per cent 
of 20 cases, most of which were done in 
several stages. About this time phrenicec- 
tomy was adopted as a preliminary proce- 
dure. General anaesthesia with ethyl chlo- 
ride is preferred. Its principal inconven- 
ience is the tendency of the subject when 
relaxed to get over on his belly. However, 
it seems indicated in the young, the hyper- 
excitable and the hypotensive, and un:;ues- 
tionably reduces the operative shock. On 
the other hand, when the daily sputum ex- 
ceeds 50 cc. regional anaesthesia is to be 
preferred. A solution of scurocaine is recom- 
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mended mixed with equal parts of warm 
serum (?). About 150 to 180 cc. are in- 
jected, infiltrating the line of incision, the 
juxtavertebral and intercostal spaces. The 
first and second intercostal nerves are most 
difficult toreach. With regional anaesthesia 
a sitting position is possible. If there is 
evident distress it should be supplemented 
with general anaesthesia. A preliminary 
dose of 50 drops of somniféne, both the 
evening and morning before, and an injection 
of morphine one-half hour before, is advised. 
Of 81 thoracoplasties, 35 have been under 
general anaesthesia, 18 regional, 27 com- 
bined and 1 spinal. The position and 
technique for total paravertebral thoraco- 
plasty are described. The ribs are denuded 
and resected from below upward, usually 3 
to 4 cm. of the eleventh, 10 to 12 cm. of the 
tenth to the fourth, 7 to 8 cm. of the third 
and second, and 2 to 3 cm. of the first. It 
is only in the case of vast cavities that more 
extensive resections are indicated. The two- 
stage operation begins with the lower ribs, 
leaving the two or three upper ribs for the 
second stage. Partial thoracoplasties ordi- 
narily include at least seven ribs. Very low 
thoracoplasties are rather ineffective. An- 
terior thoracoplasty was done in two cases, 
with good results. Accidents and Com- 
plications: The chief accidents met with in 
the course of thoracoplasty are few in number 
and usually easy to avoid. First, the pleura 
may be wounded, especially when the serosa 
is thin and nonadherent, and an infected 
exudate may result. Haemorrhage can 
generally be controlled without difficulty. 
Parietal infection most frequently has an 
internal source, infected nodes being com- 
monly found in the subpleural intercostal 
tissues. The operative trauma may provoke 
acute suppuration and the wound may 
reopen toward the tenth day and show tuber- 
culous ulceration. For this condition ultra- 
violet radiation is advised. Phrenicectomy 

erformed by the avulsion method of Felix 
is simple and usually uncomplicated. Among 
the postoperative troubles following thoraco- 
plasty are pain, dyspnoea, fever, cyanosis, 
cardiac embarrassment, sometimes irregular 
heart action. The expectoration, normally 
increased after the first day or two, should 
diminish after the second week. Very close 
observation is required for the first forty- 
eight hours, and stimulants, oxygen or 
morphine may be needed. Fatalities are 
usually attributable to either cardiac col- 
lapse or generalization in the opposite lung. 
The former may occur as late as the tenth 
day. One patient suddenly developed hy- 
perthermia (42°C.) the fifth day, went into 
coma, and diced. Infectious complications 
and bacillary generalizations usually occur 


in the second or third week. If pleural 
suppuration continues further operations 
are indicated to obliterate the cavity. ‘These 
patients require most careful watching. 
There are also troubles due to compression 
of the brachial plexus and subclavicular 
vessels, such as sensations of thoracic con- 
striction, weakness and chilliness, superficial 
venous congestion, and other vasomotor 
troubles, especially nocturnal and of variable 
duration. Results: The clinical result that 
one sees accompany collapse realized by 
pneumothorax is generally much slower in 
showing after thoracoplasty, although if a 
good collapse is secured at once and the 
opposite lung is sound there may be con- 
siderable immediate amelioration. In most 
cases, by the end of a year, the result may be 
considered complete. Muscular and respira- 
tory function gradually adjust themselves. 
Auscultatory signs, such as tubular breath- 
ing and large resonating rales, persist for a 
long time in the paravertebral hilar region 
and are transmitted to the opposite side, 
this transmission being facilitated by de- 
velopment of massive sclerosis. Neither 
thoracoplasty nor pneumothorax suppresses 
the infecting lesion; they merely aid nature 
to encapsulate it. The longer the time that 
elapses the greater the security. In fortu- 
nate cases there is indefinite stabilization or 
clinical cure. In this article are recorded 
91 personal observations and 19 by Santy. 
The term “cure” has but an arbitrary sig- 
nificance. It is here applied to those whose 
general state is excellent, who have neither 
cough nor expectoration, or only scant non- 
bacillary sputum, and in whom these condi- 
tions have persisted over a sufficient period. 
Among those patients personally observed 
there were 28 per cent of these, 5 obtained 
by a partial operation, the others by a total 
or complete one. Among them were two 
cases of fistulized pyopneumothorax and 
one of old empyema with fistula, There 
were 22 per cent of marked ameliorations, 
this giving a total of 50 per cent favorable 
results. The postoperative deaths con- 
stitute the black mark against thoracoplasty. 
They amounted to 18 per cent. Many of 
these were operated on too late or suffered 
from deplorable conditions when received. 
The early deaths were mostly due to cardiac 
failure, those of the second week to acute 
pulmonary accidents. The later deaths, 20 
per cent, were attributable to pulmonary 
tuberculosis. Most of them occurred so 
long after that they cannot be said to have 
been hastened by operation. Five percent 
of the patients disappeared from observa- 
tion. Results of Phrenicectomy: A. Alone: 
Of 24 cases 7 responded favorably, 3 of 
which may be said to be cured; eight showed 
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some amelioration, and 9 went on to a fatal 
termination. In only 2 acute cases was 
success observed. B. Combined with Thora- 
coplasty: Among 18 cases, there were 5 good 
results, 7 doubiful, 6 negative. C. Com- 
bined with Pneumothorax: In 2 such cases the 
results seemed favorable. Conclusions: Any 
method of treating serious pulmonary tuber- 
culosis yielding even as good results as noted 
has justified itself. The results obtained 
will be improved by perfection of technique 
and selection of material. Many now un- 
known factors are due to be elucidated and 
the indications and contraindications more 
carefully worked out. Without question 
surgical phthisiotherapy has a great future.— 
Les applications des méthodes chirurgicales 
au traitement de la tuberculose pulmonaire, L. 
Bérard and F. Dumarest, Rev. d. l. Tuberc., 
April, 1927, viii, 222.—(A. P.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—Whittemore considers tho- 
racoplasty warranted if the disease in the 
good lung is limited in extent, confined to 
the apex, and not active. The greatest 
difiiculty is to determne whether or not the 
process in the good lung is active; and here 
good and accurately interpreted roentgeno- 
graphs help. Tuberculous empyema, with 
or without fistula, is often amenable to 
operation. Other types of cases benetited 
are: J; Cases with a natural tendency to 
mediastinal retraction. 2: Artificial-pneu- 
mothorax cases which are not suitable 
for reéxpansion. 3: Artificial-pneumothorax 
cases in which collapse is hindered by ad- 
hesions. The operation first performed 
by Sauerbruch in 1910 is the model for 
the present type of thoracoplasty. His 
cases number many hundreds. All the thor- 
acic surgeons of most experience have found 
that between 50 and 60 per cent of cases 
surviving the operation were cured or im- 
proved. The question of anaesthesia is 
important, and the general trend now is 
toward general rather than local anaesthesia 
because of the special apprehensiveness of 
the tuberculosis patient and the bad effects 
on them of mental anguish. Whittemore 
uses a combination of ethylene and gas oxy- 
gen, with perhaps the addition of some local 
anaesthesia. To operate in two or more 
stages is safest. If the upper ribs are 
removed first, the order of approach is 3rd, 
2nd, ist, then 4th, 5th, 6th, etc. Alcohol 
injection of the intercostal nerves is valuable 
to prevent or relieve postoperative pain. 
Whittemore does not favor phrenicotomy, 
believing it of little additional value if the 
main operation is complete. Apicolysis is 
useful only in case of a large apical cavity 


with little disease elsewhere. Wells, of 
Saranac Lake, uses an anterior axillary in- 
cision and removes sections of the 2nd to 5th 
ribs. ‘The results of surgery are amazing if 
one considers the poor condition of the 
patients previously. An immediate mor- 
tality of 4 to 5 per cent should be expected, 
and of 10 or 12 per cent at the end of two 
months. Of a large series studied by Alex- 
ander, one-third may be said to be cured, 
with no bacillary sputum and able to work, 
one-third definitely improved, and the re- 
maining third unimproved by the operation. 
These facts are suificient argument.— /‘he 
Surgery of Pulmonary Tuberculosis, W. 
Whittemore, Boston M. & S. J., January 
26, 1928, cxcvii, 1395.—(A. P.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—Atelectasis is the normal 
state of the lung at rest. It is present about 
foci of disease and separates diseased from 
healthy tissue and is protective (to the 
diseased tissue). The atelectatic lung col- 
lapses toward the chest-wall while the 
contracted lung (for example, in pneumo- 
thorax) recoils toward the hilum, but the 
two processes are essentially the same. Such 
a state is highly desirable and should be 
established in the presence of disease, and 
this for several reasons: (1) it promotes 
rest, (2) it acts as a barrier against further 
spread of the diseased area, and (3) by keep- 
ing the lung at rest, it aids in keeping the 
disease locaiized. The lung can undoubt- 
edly work best if it expands “normally,” and 
not so well when, because of disease or 
destruction of tissue, one part of the lung 
must overexpand in order to fill the chest and 
do additional work. [f such observations 
are true, pneumothorax, rib-resection, etc., 
should be induced from physiological rather 
more than from pathological considerations. 
They should often be instituted earlier than 
they are at present, both because of the dam- 
age they may prevent and the good they 
may do after damage has been done. 
Such methods of treatment will in general 
help to prevent (1) metastatic spread oi 
tubercle bacilli, (2) contamination of the 
diseased area by other bacteria (especially 
the streptococcus), and (3) the formation or 
the permanent existence of cavities. Other 
advantages from surgical treatment of pul- 
monary tuberculosis are that it saves the 
patient time and money, does away with tie 
necessary close codperation between patient 
and physician that is so essential in the 
medical treatment of the disease, and antici- 
pates the crippling effects of natural healing. 
Surgery would be much more benelicial than 
it is at present if if were applied earlicr.— 
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Surgery: Its Utility in Phthisis, S. J. 
Mattison and H. A. Hoit, Am. J. Surg., 
March, 1928, n. s. tv, 305.—( H. S. W.) 


Surgical Treatment of Pulmonary 
Tuberculosis.—Extirpation of the disease 
is not feasible in pulmonary tuberculosis 
since the generalized condition of the disease 
makes it impossible to eliminate all the foci 
and the operative mortality would be too 
great. Therefore we must be content with 
measures that promote healing. Intra- 
pulmonary procedures are to be avoided, on 
account of the dangers of fistula-formation. 
In productive and cirrhotic forms artificial 
pneumothorax is a procedure of choice; in 
exudative cases, on the other hand, it yields 
poor results. In the latter cases plastic 
operations should be more frequently used. 
Phrenic exairesis is the operation of choice 
in the rare lower-lobe case. To determine 
the better side stimulative raying is resorted 
to. If 25 per cent of the erythema dose is 
tolerated without clinical symptoms the side 
is considered safe. Amyloid need not be a 
contraindication to collapse therapy.— Die 
chirurgische Behandlung der Lungentuber- 
kulose, I'. Koch, Centralbl. f. inn. Med., 
1927, xlviti, 849.—(H. J. C.) 


Significance of Cavities in Treatment. 
—The cavity is an increased hazard on 
account of the possibility of mixed infection, 
haemoptysis, rupture into the pleural cavity, 
and especially aspiration of tubercle bacilli 
into other parts of the lung. ‘Therefore, 
every cavity case should be considered for 
surgical therapy, provided there are no 
contraindications against this from a clinical 
viewpoint.— Die Bedeutung der Kaverne fiir 
den Verlauf und fiir die Einstellung zur Thera- 
pie der Lungen tuberkulose. Eine Kritische 
Studie, S. Griff, Ztschr. f. Tuberk., 1927, 
alvii, 177.—( H. J.C.) 


Extrapleural Thoracoplasty.—If there 
is a reaction against surgery in pulmonary 
neoplasms, it has nevertheless been called 
on to render great services in pulmonary 
tuberculosis. Since the introduction of 
artificial lung collapse by Forlanini, it has 
been recognized as the most effective meas- 
ure against grave tuberculous lesions. The 
surgeons have meanwhile developed methods 
which accomplish a similar result; for in- 
stance, apicolysis, phrenicotomy or phrenic- 
ectomy, and extrapleural thoracoplasty. 
1: A picolysis is adapted especially to apical 
lesions. 2: Phrenicectomy is especially 
adapted to basal lesions, except in special 
cases where it is employed as a comple- 


mentary or adjuvant measure to thora- 
coplasty or pneumothorax. 3: Vhoraco- 
plasty of any considerable extent was first 
studied and practised in Germany, first by 
Brauer and Friedrich in 1908, who described 
an operation carrying a 30 per cent mortality 
but yielding good therapeutic results to the 
survivors. In 1912 Sauerbruch carried out a 
more limited resection along a different plan 
which yielded good results and is the model 
for most of the present surgery. The essen- 
tial feature is a posterior resection as near 
as possible to the vertebral bodies, including 
the costal angle in the segments removed, 
which are from 3 to 15 cm. in length. Ac- 
cording to Sauerbruch, Brauer and Fried- 
rich’s operation reduces the thoracic capacity 
600 to 900 cm., and his own 300 to 500 cm. 
Extrapleural thoracoplasty has but recently 
found favor in France, stimulated by Du- 
marest and Bérard of the Lyons school, and 
by Rist, Ameuille and Lardennois at Paris. 
In Belgium studies have been made and 
reported on by Olbrechts and Moreau. 
In Switzerland, America, England and 
Scandinavia, thoracoplasty is rapidly gain- 
ing support. Technique of Thoracoplasty: 
Bull operates always in two stages, from the 
bottom up, and also performs an apicolysis 
prior to removing the uppermost ribs. 
Alexander begins with phrenicotomy, which 
hinders aspiration into the lower lobes, then 
resects the 7 upper ribs or more if necessary. 
He believes coughing is made more effective 
by diaphragmatic paralysis. Regarding 
narcosis, ether is contraindicated; chloro- 
form has its partisans; nitrous oxide is 
satisfactory but difficult to get in Belgium; 
local and regional anaesthesia takes time, is 
sometimes accompanied by pain, but is 
harmless unless an excessive amount of 
anaesthetic is used. Indications for Thoraco- 
plasty: An absolute essential is the func- 
tional integrity of the opposite lung. On 
this point one must be more circumspect 
than in case of pneumothorax. It is like- 
wise necessary that the subjects have sufli- 
cient resistance, as the operative sequelae are 
grave, and those in a profoundly reduced 
state must be refused. The cardiovascular 
system must be good to withstand the 
mechanical after-effects. Unilateral phthis- 
ical subjects in whom pleural adhesions inter- 
fere with pneumothorax are most often 
suitable. When pneumothorax is partial 
it may be supplemented. Cases of mixed 
pleural infection have been successfully 
treated, also cases of pneumothorax com- 
plicated by bronchial fistula (3 successes out 
of 5 cases reported by Dumarest and 
Bérard). In chronic tuberculous empyema 
Bull performed a simple thoracoplasty in 10 
cases with 5 successes, and in 9 cases com- 
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bined thoracoplasty and _ thoracotomy. 
Marstad, however, advocates total thora- 
coplasty combined with repeated aspiration. 
Lilienthal, in chronic mixed infective 
eiapyema, complicating pneumothorax, prac- 
tises thoracotomy and follows it later, when 
by reason of grave pulmonary involvement 
there is no chance of pulmonary reéxpansion, 
by large thoracoplasty. Interlobar empy- 
ema is amenable to a limited thoracoplasty. 
The unilateral retractile sclerosing 
forins of pulmonary disease yield most suc- 
cessfully and large cavities are better 
treated by thoracoplasty than by pneumo- 
thorax. Archibald, on the other hand, 
employs it in acute unilateral exudative 
cases. Unilateral bronchiectasis, —tuber- 
culous or not, is benefited; in such cases 
Hedblom operates in 4 to 7 stages. Of 10 
cases he reported in 1924, 3 were cured, 3 
benetited, 3 others still convalescing, 1 dead 
of dissemination of the disease to other 
parts. An important indication is profuse 
or repeated haemoptysis, where pneumo- 
thorax fails. It is applicable to cases of 
lung abscess to supplement drainage. As 
a supplementary measure to pneumothorax 
it has a useful field, and in a few cases, as a 
substitute to be preferred. Contraindica- 
tions and Sequellae: When the condition of 
the opposite lung is doubtful, Sauerbruch 
proposes a preliminary phrenicotomy, which 
Alexander performs routinely. Renal or 
intestinal tuberculosis, excepting certain mild 
forms, are contraindications. The cardio- 
renal system must be carefully studied in 
advance. Diabetics rarely derive much 
benefit. Following the operation cardiac 
function is much disturbed; the pulse is 
irregular and feeble; there is more or less 
dyspnea. Kespiration on the operated 
side is paradoxical and oxygen may be 
needed. Some advocate a special corset 
support. Cough is painful and some 
advocate alcohol injection of the intercostal 
nerves. There is always an acute febrile 
reaction due to toxic absorption. [Expec- 
toration is nil the first day, then becomes 
very abundant, and diminishes about the 
eighth day as the other symptoms improve. 
As soon as possible the patient should be 
sent to “cure” under proper hygienic-climatic 
conditions. Results of Thoracoplasty: 
Sauerbruch in 700 cases has obtained 39 per 
cent cures, 27 per cent improved, still 
bacillary, 10 per cent unchanged, 4 per cent 
operative mortality and 20 per cent later 
mortality from extension of the disease in the 
opposite lung. Most other reported statis- 
tics approach these but are slightly less 
favorable.— La Thoracoplastie extra-pleurale, 
L. Loute, Rev. Belge d.1. Tuberc., December, 
1926, xvit, 272.—(A. P.) 


Extrapleural Thoracoplasty.—Extra- 
pleural thoracoplasty stands on the basis of 
experience acquired through pneumothorax 
therapy. Collapse therapy (pneumothorax, 
thoracoplasty, phreni¢otomy, tamponnage), 
all have a similar rationale; they all aim to 
produce rest of the diseased lung (1) by its 
mechanical effect through shrinkage, con- 
striction of foci or cavities and prevention of 
bronchial spread; (2) by its physiological 
effect through a lessening of the blood- 
pressure while maintaining hyperaemia, 
lessening the lymphatic circulation (fibrosis, 
etc.), and decreasing the expectoration. 
Thoracoplasty gives very much better 
results than pneumothorax, and results are 
better in proportion to completeness of the 
collapse. Many persons have advocated 
partial thoracoplasty but this is not very 
helpful. Extrapleural thoracoplasty is de- 
signed to give pulmonary rest and is not 
chiefly called into use for obliteration of 
cavities, etc. ‘The operation should be done 
at one sitting except when the patient’s 
condition will not allow this. If done in two 
stages, the lower ribs (4th to 11th) are 
removed, and three or four weeks later the 
lst to 4th ribs are removed. A longer inter- 
val is not to be permitted because of forma- 
tion of new bone. ‘The so called “‘corrective”’ 
operations are especially to be avoided. By 
this, short pieces of the ribs are removed at 
several operations, which greatly damage the 
muscle and yield undesirable cosmetic results. 
The periosteum should be preserved. Es- 
pecial care should be given to the long 
muscles and tendons. ‘The ribs should be 
divided as nearly as possible to the articular 
surface and the pieces removed should be 
sufficiently long to allow adequate collapse. 
The operation need not and should not be a 
deforming one. ‘The function of the muscles 
of the back (shoulder girdle) must be 
undisturbed.— Die Wirkungsweise und die 
Formen der extrapleuralen Thorakoplastik 
zur Behandlung der einseitigen Lungentuber- 
kulose, L. Brauer, Deutsche med. Wchuschr., 
1927, liti, 2000.—( H. S. W.) 


Anterolateral Thoracoplasty.—Beule 
began his operative work with simple phren- 
icectomies but soon concluded that they were 
insufficient. With few exceptions they 
should be regarded as merely preliminary or 
supplementary to thoracoplasty. ‘The latter 
is a grave operation and all efforts should be 
made to minimize its dangers. Tuberculosis 
patients generally, especially pulmonary, are 
delicate subjects. Beule has come to favor 
preoperative transfusions, as in the case of 
serious abdominal operations. He is abso- 
lutely opposed to general anaesthesia, be- 
lieving that it reduces the patient’s chances 
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25 per cent. Paravertebral anaesthesia is 
used by him, not exceeding 60 to 70 cc. of 1 
per cent novocaine. Operation in several 
stages is also recommended. The entire 
series of procedures should not require over a 
month. Beule also chooses the anterolateral 
route, believing that a greater reduction in 
the size of the upper part of the chest is thus 
accomplished.— La Chirurgie de la Tuber- 
culose Pulmonaire, III, La thoracoplastie 
par voie antéro-latérale, Beule, Rev. Belge 
d. l. Tuberc., July-August, 1927, xviii, 
205.—(A. P.) 


Pulmonary Changes after Prolonged 
Thoracoplasty.—A case, in which thora- 
coplasty was performed 18 years previously, 
revealed very little pulmonary change from 
the normal. Even in the completely col- 
lapsed regions the pulmonary alveoli were 
found well preserved as small spaces, and 
the epithelium and elastic tissue were also 
preserved. ‘The same thing was true of the 
bronchial walls except where inflammatory 
processes had intervened, and here there was 
destruction of the walls with caries of the 
cartilage, and proliferative changes with 
consequent alterations of the elastic tissue.— 
Verdnderungen des Lungengewebes nach 
ldngerer Ausschaltung durch Thorakoplastik, 
M. Staemmler, Beitr. 2. Klin. d. Tuberk, 
1927, lxvit, 518.—( H. J. C.) 


Pulmonary Collapse and Heart.— 
One of the not uncommon fatal complications 
following thoracoplasty is cardiac failure. 
An attempt is made to determine the effect 
on the heart of such surgical collapse of the 
lung, this study being pursued on a group of 
experimental animals with normal lungs, a 
two-stage Sauerbruch extrapleural thora- 
coplasty being done on each, and the chemi- 
cal, histological electrocardiographic 
changes in the heart being carefully noted. 
There was a very decided increase in the 
lipoid content of the right ventricle of the 
thoracoplasty dogs as compared with the 
controls. Also, the lipoids of the left 
ventricle were less in amount than the con- 
tent of either ventricle of the normal dogs. 
These changes were produced after thora- 
coplasty of about eight months’ standing. 
Histological study revealed definite fatty 
infiltration and degeneration in the cardiac 
muscles of the thoracoplasty dogs, that in 
the right ventricle being more pronounced 
thanintheleft. The dogs were given soluble 
barbital subcutaneously about thirty min- 
utes before electrocardiograms were taken. 
The administration of the drug has no 
influence on the electrocardiogram in nor- 
mal dogs, but in all of those which had a 
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thoracoplasty eight months previously there 
was a distinct change, all showing evidence of 
a right cardiac preponderance, and three of 
them revealing evidence of some myocardial 
change. These changes are explained by 
the fact that there is an extra burden im- 
posed on the right ventricle due to the 
constriction of the blood-path through the 
lung, owing to the pulmonary collapse and 
also the partial abolition of the intrathoracic 
negative pressure through phrenicotomy and 
thoracoplasty. ‘The changes in the heart 
muscle all indicate an effort on the part of 
the heart to compensate.—/ffect of Perma- 
nent Pulmonary Collapse on the Heart: A 
Preliminary Chemical Pathologic Study, 
J. L. Dubrow, J. Am. M. Ass., April 28, 
1928, xc, 1364.—(G. L. L.) 


Apicolysis in Pulmonary Tuberculosis. 
--Phrenicectomy and thoracoplasty (like 
artificial pneumothorax) are particularly 
applicable to unilateral disease, and phrenic- 
ectomy particularly to basal lesions. While 
thoracoplasty gives an impressive pulmo- 
nary collapse, as shown by roentgenographs, 
the upper third of the chest shares least in 
this. Hence the search for a more satisfac- 
tory means of reducing apical cavities. 
Apical collapse by pleuroparietal stripping 
seems to lead in the right direction. ‘The 
great difliculty is to fill the considerable 
cavity left after the stripping. A peduncu- 
lated muscular graft (pectoral) seems to be 
most viable. Technique: Preliminary phren- 
icectomy is practised, unless contraindi- 
cated, as it diminishes the dangers of aspira- 
tion pneumonia and, combined with collapse 
of the apex, realizes an almost perfect 
immobilization. Regional anaesthesia is 
almost invariably employed. ‘The technical 
steps of the operation are described in detail. 
Sequellae are remarkably slight as a rule. 
There often forms in the zone of the 
stripping an aseptic exudate, which is easily 
evacuated by removing one of the sutures. 
If it is deemed that collapse is insuflicient, one 
may, about the eighth day, introduce pack- 
ing between the “fill? and the apex, re- 
placing it every four or five days. This 
induces granulation and subsequent sclerosis. 
Often large zones of the pleura are free, 
adhesions being limited to the immediate 
vicinity of the lesions. Rupture of the 
pleura occurred three times without bad 
effects. While fistulous tracts are common 
with parafiine refills this is not the case with 
iodoform gauze. In one case the breast was 
introduced into the cavity with a satisfac- 
tory result. The pectoral graft was elimi- 
nated only once out of 26 cases. ‘The most 
formidable complication was postoperative 
pneumonia, which occurred four times, 
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causing death. There was one death from 
internal haemorrhage and one from cardiac 
failure. Indications: The ideal indication is 
an ulcerofibrous lesion limited to the apex, 
with relative integrity of other parts. An 
active nodular infiltration subject to pro- 
gressive attacks is also suitable. A_pre- 
liminary attempt at pneumothorax should 
be made except in the case of bilateral le- 
sions. It is even possible to perform an 
apicolysis on one side and a pneumothorax 
on the other. Apicolysis may be attempted 
to supplement a partial pneumothorax, but 
this is a very delicate procedure, as there is 
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grave danger of rupturing through into the 
free part of the pleura. Results: Of 23 
cases operated on over two months, there 
were 13 good, very good or excellent results, 
5 not good, or bad, and 5 deaths. These 
results are sufficient to give apicolysis a place 
among methods of collapse therapy, and it is 
the only treatment for large apical ulcer- 
ating lesions, especially with _ bilateral 
involvement.— a Chirurgie de la Tubercu- 
lose Pulmonaire, IV. L’Apicolyse dans le 
traitement de la Tuberculose pulmonaire, De 
Winter and Goffaerts, Rev. Belge d.l. Tuber., 
July-August, 1927, xviii, 207.—(A. P.) 
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